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ki . .
. . PREFACE ' - .

.-
.

Inequities of access to health care and service provision gre considered te be
ma jor problems by health policy matfers today. Or?glnally it was thought that
these'lnequxtles resulted frém shortagas of $hy51c1an manpﬁwera However, the
persistence of consumer dxssatxsfactlon-desp;te the substantlal increases in
overall physician suppIy have made it apparepnt that these fDequities are
related to disparities in phy51cxan distribution by Specxaity and geography
which are somewhat toncealed by aggregate analyses of physxcian supply.

< -

This paper will attempt to descrxbe what is presently known ab0qt physician.
supply and distribution and w;ll present bro;ectlons of 'the supply for phv-
sician specialists through 1990. Due to ‘the potential for phy51C1an extenders
to perform a significant role in health care delivery, the present supply of
physician extenders, namely physician assistants and nurse practqcioners will
also be descrlbed and supply pro;ectlons develOped #

- i
o
.

“While the description of the present supply of physicians should be relatively

straightforward, it is nonetheless complicated by the fact that specialty -
definitions are not discrete and relevant ‘data. are either not available or
suffer from being somewhat inaccurate), inaccessible or incomplete. Estimates
of the future supply of sphysician Bpecialists and phybician extender manpower
are more difficelt because of the uncertainties involyed in estimating future
changes in produdtivity and task delégation patterns,.as well as potential
changes in national policy with-respect. to the support of graduate medical

. education “and the influx of foreign medical graduates.
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PRESENT PHYSICIAN SPPPLY

Introduction

N

The 1dent1f1cat1bn and class1f1cat1on of p ysician epecialists ie done according
to severdl diffedent methods, each'of which has itse inherent advantages and dis-

. advantages. These various methods are based upon self- designation of speC1a1ty, .

State licendure dgta board certification status and specialfy society membersh1p.
Depending upon the method used, different numbers of physicians by specialty will
be expressed. A more important aspect of supply is the actual product1V1ty of phy- . .

. sician specialists and the quantities of* medical and surgical gervices rendered by

them. * At preasent, specialists and specialty services are not synonymous, because
there are many pverlaps in the' provision of services both famong specialiste and
‘between-specialists and mid-level health practitioners. .

AL

Data Sources .
The major sourcees of data on physician manpower are the American Medical Agsoci-
ation (AMA) and the American Osteopathic Association (AOA) master files,” the AMA
and AOA board certification data, licensure data, and specialty society membership
data. Descriptions of these data gources, along w1th their inherent assets and
limitations are displayed-in Table !|. Comparative gtudies of the available .data
sources by individual specisglties and States have shown the AMA and the AQA data to
be the most complete and accurate,(1/2/3/) Thefefore, these sources will be used
as a basis for thie discussion of physician supply

¥

Total E_1§1C1an Supply -*19?6

-

Accofﬁing'to the and AQA files there were approximately 348,440 active M.D.s

and 14,530 active D.P.s ae of December 31, 1976. They were distributed among the

speC1aIt1es as displayed in Tsble 2. (&!5{) ' .

Pr1m§_b Care Phys1cﬂ Supply {M.D.s) . . -,
/ .

"Primary Care” is an gvolving concept of health services organization and provision
ip the United States.! This concept means different things to different people, and ’
several groupe and a Host of writers have attempted to define .the concept. Unanim-
ity of opinion 1is eluq1ve, complicated by the difficulty of defining pr1mary care
physifians spart from primary care services and primary care problems. The defini-
tional problem is further comp11cated ‘because our health system ie evolving, snd it
is difficult to understand in writinge and reporte whether the authors are descr1b- -
ing primary care 48 it |is today in this country, or as itgis likely to evolve 1n o
the future through a ldissez faire market system, or &s the authors, would hope “to Y
shape the system through legislation and other controls and incentives. . o md

The Health Profeseions Educstional Assistance Act of 1976 (P.L. 94-484).includes” s .:
,family medicine, general internsl medicine and general pediatrice as prlmary care ...,
epecialries. The following tables and narrative use this convent1on. T v ,
Between Y963 and 1976, growth among the specialties has varied as shown iﬁ*ﬁable jf
Despitea 33 percent increase in total M.D.s between 1963, and 1976 (261,788 to.. '.ve,
348,4%0) the most significant trend in M.D. specislty distribution .bas been :hé
decline in numbere of physicisng in general practice.{(6/7/) However, since" the

AMA does not d1st1ngu13h between general practice .and Tamily practice theae,numbera

~ . . .- ¢

' = . -

-
]
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Aruitoxt provided by Eic:

TABLE 1

Dsta Sources on Phystclan Specialty Supply

. Data Sources
The American Medical Association Master
File.
Containas data on all known M.D.s in the
United States, obrained by surveys per-
formed every three to foum years and up-
dated annually by selected marlihgs to
specific physicians for vhom a c¢hange
10 status has been indicated. 1/

Physicians are Iisted by self-designation
as to their specialty, activity and.
iocation according to how they spend the
majority of their time. 68 specialties’
are included within which 8 activity
categories are included.

’ L

'y .

s

Assets

Most complete source of -data on allopathic
physicians’ Published and updated annually |
providing trepd data

Limifations

Self-designation of specialty gives no’
tndication’of specific training an the

area and also tends to overestimate
specialty manpower, and underestimate
general pract:ice manpower. Published -
data provide no information on the time
devoted to other specialty areas and
activities making it d@lfteult te
determine’ full-time eqdivalent manpower. 2/

Adburdcy of data on foreign medical,
gtaduates is debatsble as is the atcuracy
of specialty distributions because
tnereasing numbers of physicians are
being relegated to the "non-classified”
category. 3/ 4/ ) .

Can be difficult and/or expensive to
obtain unpublished rabulations.

Published data vsuvally two years out
of date.




Aruitoxt provided by Eic:

TABLE 1 fcon't‘

Data Sources on Physic;an Specialty Supply

ERIC

Data Sources

The American Osteopathic Association

Master File. .

Contains information on both member and
non-member osteopathic physicians as to
location and updated annuvslly. Augmented

by surveys performed in 1956, 1967, 1971 and

. 1936 which yielded additional datz on

speciafty, age snd activity status. 5/

Licensure Data. .

Provides data on nuzmbers of physicians
licensed by State. Disaggregated by °*
whether or nmot physiciran attended a
U.S. or foreign medjcal school.

e i

't

Assets

Most éﬁmplete source of data on osteopathie
physicians. ° .

Updated annwally, and thus, only source of
trend data on ostecpathic physicians

In gome cases the data are comparable to
the AMA data.

x

‘Contains data on physicighs who have
received licenses; therefore one can

be sqfe,allagﬂg;edentialled physicians
are extiuded, 7

-
- ¢

Published and updated annually, so trend

data are available. P
;

-

The \problems agsociatqd with self~
defignation relating Up the AMA data also-
apply to the AOA data. '

Specialty data enly availabie for survey
years, and when published contain infor-
matton up o three years out of date.
Accuracy of specialty data questionable
because large numbers of physicians are
relegated to the non-classified category. &/

Not always comparable to AMA data.

Underegptimates true phygiclan Supply
since 1t exciudes a]l physicians who are
not licenrsed. such as some of fhose in
teaching and administration and research,
and some FMGs who are providing important
services despite their unlicensed status.

No information on specialty and practice
activities of licensed phydicians.
Duplicafion often occurs betwsen various
State licensure boards. ‘




TABLE 1 (con't)

Pata Sources on Physician Specialty Supply -

- -

. Dats Sources .
, :

T
Bgsrd.Cartjficat1on Dats.
Gives information on the numbers of
M!D.e certified by the 12 medical and
surgical boagds and the numbers of
D.0.3 certified by the 14 osteo®
pathic specialty boards. 8/

E . ‘ .

- N
Specialty Society Memberships.
Inciuvdes numbers 4nd discributidns ofs

M.D.s in over 130 spéciairty
societies, 9/

ERIC

Aruitoxt provided by Eic:
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Assels

Hoa}\ hectve—criteria of physicians'
, Post-gRpduate craining in specific
specialty areas.

3 ) -
Published and updated annually so trend
data are availabie. .

‘\ .

‘ -
Gives scme indication of physician’s
interests in specific areas of medicine .
not revealed in other AMA specialry
classifications. Published and updated
annually. PR

-

d ﬂ-\...-ﬂ—h\v- F

-

Limitations

" Excludes almost half of M.D. Suppl; as

reported by the AMA and 4/5 of the D.O.
supply as reported by the AOA.

Duplicate counting occurs due to over-
lapping memberships in various specialty
boards.

Does not necessarily represent physician's
present Apecialty azctivities.

"Gives wo indication of physician's training

or background in a specific specialty area
represented by the society.

Duplicate memberships often occut.

Doez not necessarily represenb{the present
activities of the physician.

. o
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TABLE § (con't) , . v 0 * .
. L “ ‘.. 11 .
1/ -a.merican Medical Association Phiysician Master File.- a.mer.can Hedicat Association, Chxcago, Illipo1s 19.}"7 C ., . -
2/ For example. a physzt:lan may report his or her professwnal activities 1p a typlcal wotk week €onsisting of 30 hoursdof ‘ ,
patient care and 20 hours of teaching and reseatch, -and 1n additien specialty -actlvlty 18 Teported as 25 hours of internal "
medicine and 25 hours of dermatology. This precludes defermination of rumber ‘of FIE pkysicians 1 direct patient care’ : .
LN
g/ According to cohort er.udy of phjsl.cuﬂl‘ls mmgral:mg to the,United States between 1961 and 1971 an estmated 33 percent of 7 -
27,710 {migrants if the cohort were.nbd on thesAMA Master®File. Kleimman, J.C. Physician Manpower Data: “'The Lase of the
Hlssmg Foreign Medical Graduvates,”" Medical Care, 12:904, 19}'&. Others believe that Che 4MA does dccopfhe .for all FMGs.” , - 6’
Butler, 1. and Schaffrer, R., “Foreign Medical Graduates and Equal Actess ro Medical Care,” Medical cgre, 7 (2)  136-4d, % .
Match=April, 1974. £ . ; . ] s
. ; ) .
4/ From 258 in 1970 to 30,129« in 1976 for M.D.s, Goodwan, Louis J.: Physician Distribution and Medical Licensure in " y
the ¥.5:, 1976, 'Chzcago. #merican Medical A¢sociation, 1977. . T . . »
——— .- . 1 q
.- . P
5/ 1976 Dzrector ,oAmencan Osteopathic Association, fhicago, 1976. . . L . '
g/‘ From 901 1m 1971 to 11,584 D.0.s in 1976, to 553 in 1970, Altenderfer. M.E. OsteOpabhlc Physicians 1o.the WS. A Report of a T9m Survey,
BHRD, DHEW, Publication No. (HRA] 75-60, 1975 and Américan Osteopathic Association, 1%74 Master File, Lizison Committee om Oueopathxc Informet:on.
Osteopathic Manpower Information’ Project, Figal Report, May 20..1977. . - ) “‘b ’
1/ Al:fpresent 1t 18 estimpted that there are abour 36,300 hysmlans in the country who do” not hold a regular State License. | .,
Good@an)_}.au\\s J. m tribution of Physiciana, 1976, p. 577.
8/ For M.D.s, &mqr“ta‘ﬁ'JHedlcal Association, Profile of Medical Practice 1977, Chicage, 1977, p- 10l For D.0.s see, R .
Liaison 'Committee on Osteopathic™Information, Osteopathjc Manpower lniomation Project, Final Reporl:. May 20, 19??. ’ .

in 1974, over 130 such societres existed, 1n which there were 342,090 members F%presentmg 104 percent of all active physmians
during that-year. American Medival Assoclatlon, Profile of Medical Practice 1975-1976, Chicago, 1976.
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N R * - [ '
. e ’ ‘ -
, .o TABLE 7} .
Tétal Ac;;ve and Pﬁ;ceqt plstrzbutzon of Phy31cians
v (H D.s and D.0.s8) by Specialty, = = ' -,
: . *December 31, .1976 : : _
‘4' o * bl T . A 4
. ¢ R » . '
2 - ' M.D.s D.0.8
. . . . .
. | Aumber Percent Number Petrcent
‘ N rd © _ ——

Total Acefve ~ 348, 443-1-’ 1000 13 9822/ 100.0
L 4 T * \ - , ' {l,"

Primary Care . £ 135,881 39.0 8 , 644 61.8
Genef;and Family Practice 55,479 » 15.9 ';évfou 57.3
Internal Medicine 57,911 16.6 456 3.3
Pediatrics . T 22,491 6.4 " 171 1.2
’

" . Medical Specialties + 18,955 5.4 268 1.9
Allergy / 1,764 0.5 - -
Cardiovascular DIiTRase 6,769 1.9 H0 0.2
Dermatology 4,817 1.4 " 42 0.3
Gastroenterology 2,374 w 0.7 13 0.1
Pediatric Allergy ) . 477 0.1 - -
Pediatric Cardiology . ‘548 0.1 /! - -
Pulmongry Disease . \\\Trg_av 2,266 0.7 / '

Miscellaneous Medical SpecialYy . . - s 183 1.3

Surgical Specialties © 98,667 28.y 1,337 9.6
General Surgery 32,292 93 .+ 503 3.6
Neurological Surgery . 2,985 0.9 9 01
Obstetrics/Gynecology ‘ 22,294 «b.& | 25?&! 1.8
Ophthalmology . ' 11,455 3.3 232 1.7
Oorthoptdic Surgery 11,814 3.3 ,141&! 1.0
Otolaryngology | 5,864 v 1.7 —_ -
Plastic Surgery 2,351 0.7 - -

.Colon and Kectal 3urgery ’ . 673 0,2 ° - -
Thoracic Surgéry 2,036 0.6 17 0.1
Proctology { - - 111 0.8
Yrology - 6,903 2.0 56 .4

* All OtRer Surgery ° - - 1 0.1

¢ L
L] ’ k
: ¥
"oy
SN
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K
"B.0.8
L] ? * :
Percent Humber- - Percent
27.3 3,733 26.7
0.2 - . =
3.8 338 2.4
" 0.8 - -
T 14 - -
’ 0.1 - -
’Gengral Breventive Medicine " 808 0.2 - -
/// Neuro'logy i . 4,425 1.3 34 0.3
. Occupational Med1C1ne ' o 2,322 0.7 - -
© 7 _Pathology . 11,919 ¢ 3.4 87 0.6
hysical Medicine 1,715 . 0.5 605! 0.4
Psychiatry - 24,432 7.0 141= 0.8
. Public Health - 2,600 0.8 - ’ -
L - Radiology 11,728 3.4 309 . 2.2
. Therapeutic Radiology 1,209 ‘ 0.4 - -
All Other. and Unspecified v 13,257 . 3.8 2,789 20.0
. . A Vo, ‘
- B
13 b
7 ' %
¢ . : “
’ # '
- Source: Goodman, Louis J., Physician Distribution apd Medical Licensure in the
* U.S5. 1976, Chicago, American Medical Agsociftion, 1977. Osteopathic .

Medical Manpower Information (OMMI) Project Draft ‘Report American
.  Association of Colleges of Osteopathic Medicine, HRA Contract No. HRA
231~75?0§}5, May 20, 1977.

f
- .
- . —_— ’ N

. . —— — .

L4 1

o . .

N .
f

i

Yy oo

Excludes 22,117 1inactive, 393129 unc1a331f1ed and ‘8, 751‘add e8s

unknown physicians. Excludes 5,604 temporary foreign phys1C1ans
*Exeludes 551 active Pederal D.0.s whose specialty has not been
classified.

Includes 510 D.0.s cldiming spé%

1alizatiomr but spendlng less than 50

double counting.

This category also inclu

This nlay involve some

percent of practice activity in that speC1a1t§

practices are limited to Manipulative Therapy.
Ophthalmology and Otolaryngology are.classified to
Psychiatry and Neurology'are classified together..

40 b.o. 8 whose

sther.

¥
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> v . . , . 4 :
¥ . : ' :
S ; b CTABLE 3
' LR . . n
. . Trend an %«mber of Active Physicians {M.D.)}, By Specialty. Percent Distribution aad et L
: Physi14ian per 100,000 Population Ratio. 1963, 1968 and 1976 "
| - .
B ; 1963 1968 A 1976 v
Specizley ' Rupber Percent . Phys/Pop Number Perceat Phys/Pop Nugber Percent Phys/Pdp
. - *
P = -
Total active M.D.s _]_._!' ............. 1611788 100.0 134.8 296,312 100.0 L44 .0 348,443 100.0 161.3
. [ . .
Primary care......-c.ccuicaceviuan, 116,071 L 42,1 56.7 116,760 39.4 56.7 135,881 39.0 63 3
General practice 2/...................! . 66,]875 5.6 344 61,78 20.8 19.9 55,479 15.9 25.7
! internal medicine . ... ......ociou.iia. 0,63 - 11.6 15.7 38,532 13.0 18.7 57,91t 16.6 6.8
Pedistrics...... P , 12,762, 4.9 6.6 16,650 5.6 8e 1 22,491 A 10.4
“F . "Other medical specialties......... 12,291 47 6.3 15,762 5.3 7.1 18,955 5.4 8.8
ALDRTRY . cuvvvunnin s b e e Fevaans 1,614 0.5 0.7 1,661 .6 0.8 1,704 0.5 0.8
Cardiovascular disease.......... e . 3,528 1.5 X0 5,802 1.9 2.7 6,769 1.9 3.1
Dermatology. ..o uiveniunnienn P . 3,15 1.1 i.e 3,175 1.3 iég 4,817 i.4 2.2
B Gastroenferciogy............. PR . t,198 0.5 0.6 1,748 0.6 ' 08 2,30 Q7 .G ’
Pediatric allergy..... ...... O AN 40 0.1 0.1 398 3.1 0.2 437 ¢1 .2
Pediatric cardiclogy........ ..... P 34 0} 9.1 441 G.1 0.2 548 0.1 0 .
Pulmonary dissases..... | TP 2,121 0.8 1.1 2,137 - 0.7 0.1 2,266 0.7 3.1
oy _Surgicel specialties............. 61,788 25.8 3.9 81,520 21.6 9.8 . 98,667 28.3 45.7
"f" Ceneral BUTEETY....opoutiiearsaantn. 23,607 9.0 12.2 28,433 ‘9.8 i3.8 32,292 - 9.3 16.9
Neurolgzical surgery..... dmarea e 1,828 0.7 ¢.9 2,419 08 . 1.2 2,985 0.9 1.4
Obst?ﬁca;’gynecotogyf‘.”&‘ .......... . 15,2p6 5.8 7.9 18,017 6.1 8.8 22,29 6.4 16.3
OphRAIROLOEY v cvvvn s vaanran e anirad. 7,853 3.0 4.0 9,368 .2 4.6 11,455 1.3 5.3
.f/-/ .
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“IABLE 3 (con't) ,
0 1963 — .. : 1968 LY —
Specratty Humber Percent Phiys Pop . Humsher fercent Phys Pop Rumber  Percent K
Orthopedic surgery. 6,827 2.6 35 '-8 B&9 © 30 403 L, 81 33 55
Orolaryngology - e L, 724 1.8 14 " 5 195 1.8 75 % ,8hL b7 27
Plastte surgery  ..... v . 1.023 2.4 05 T 1,414 0.5 07 2,358 07 It
Celon and rectal surgery . * 740 0.3 N.4 v 107 02 03 673 07 o3
Thoracic BUTRLerY . 1,294 G.3 o7 ' 1,82 o6 a9 2,03 0% 4.9
Urology.. .. «u 4,581 .8 24 . 5,574 1.% 27 £.903 20 32
Other specialties,. 71,621 7.4 3.9 81,970 277 39 8 9,940 73 43 9
Aerogpace medicine.. I,55%4 0.6 ¢ 8 1.456 0% (3K 667 02 L0 3
’ AnestHesiology. .. 7,593 1y 1.9 m, 112 34 L9 13,182 38 61
Chitd psychaiatry. .- 751 03 G.4 1,702 0.% 08 2,644 58 12
Neuroldgy.. ... . . . ..... 1.822 0.7 09 2,675 09, 13 4,625 13 11
Gceypatronal medlcmc e e 2,911 b1 15 2.707 9.9 13° 2,322 0.7 11
Pathology 3/. r 7.127 27 3.7 9,6% . 337 - 4. 12,126 35 56
Physicst nedlcme and rehabxlltatlom . 999 9.4 65 ~ 407 0.5 Q.7 1,713 65 68
Paychaatry....... ... . 15,551 5.9 §0 19,907 67 9.7 24.432 70 il 3
Public healtzh !./ ......... 3,884 1.5 2.0 3,871 1.3 Euoey 3.408 1.0 13-
Radrotogy 2/ e e e e §,786 ENA 4.5 11,718 40 57 - 16,769 4 8 78
' Other and uvnspecified ... ... ........ 20,643 7.9 10.6 - 16,724 5.6 I8y 13,252 3.2 L 61
u v - . - » .
! 1/ Excludes physiciang not ctassifted: 1970-358, 1971-3, 329, 197i-13, 356, 1973-13, 744, 1974-20, 33, 1975-25,145, 1976-30 129 -
zl Incluedes - fam!y practice 197076, - : .
3/ lInciydes forénsic pathology. -
. 4/ Includes genersl preventive medtcine. ' . ’
E/ Includes diagnoestic and therapeutic radiology. . .
’
. A,
Source. Compured from numbers in Annual Reports on Diserrbutton 6f Physicians 1n the U S. by the American Mediczl Association, 7
Populations used vnclude resident population in 50 Stazes, D C., Puerto Rico, and ouwtlying areas and Armed Forces
overseds as .follows: 1963-194, 169; 1968-205, 758: 1976-216,022 thousands.
L 1 ‘-
Hote: Due to a change in the A"M.A. classification procedure 1n 1968, there axists a discontinuaty in the figures .published by ' \ 4
‘the A.M_A. betveen those for 1963-67 snd those for 1968-76. In this table the 1963-67 figures have been adjusted 4
¥:0 provide a comparable geriss using data i®: . Theodore, C.N., et al., Reclassification of Physicisns, 1968. Chicaga,’ -
. American Medjcal. Assocration 1971 . '
/ '- . . el * +
' Rates may nor agd to totals and subtotals due to 1ndependent rounding. . .
i .
Some figures in.this table differ from those presented in: The Supply of Health Manpower. 1970 Profiles and Projections .
to 1990. DHEW Pub. No. (HRA) 75-38, 1974. . .
.,
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mask' the significant growth of family practice which has resul;ed in part, from
considerable /State and Federal backing since its 1ncept1on in 1969. Today, three-
fourths éfngge Natjpn's medical schools have departments or divisions of family
practice and there are over 5,400 residents in- training and.l1,000 phys1C1ans'who
have been 9ert1f1ed by the American Board of Family Practice. (3/9/)

7 .

Pediatricians and internists, also cons1dere¢,pr1mary care physieians, have
increased from 43,196 to'80,402 or from 16.5 percent to 23.1° percent of all. active
physicians in the same time period. When added to general pra6t1ce, the primary
care specialists showed an increase from 110,07k to 135,88), or from 56.7 to 63.3
per 100,000 population. la spite of the 1ncrea§§ iff pédiatricians and internists,
the proporticon of all active M.D.s in primary care specialties-has declined over
the twelve years from 42.1 percent to 39.0 perceat. Although omitted from primary
 care in many analyses and in the manpower leglslat1eh, .obstetricians and gynecol-
ogists are becoming more involved in primary tare, with about 80 percent ‘of ftheir
ambulatory patient visits reflecting preblems seen also by other primary care
physicians, ; -

—

The decline in primary care manpower and concom1tanf increase in nonprimary care -
specialist manpower has been a source of major concern The numbers themselves ‘
however, are somewhat m131ead1ng because, as has already been stated, speciélist '
manpower and specialiat services are not synonymous. Non-pr1mary care physicians,
particularly in the medical subspecialties and in 3urgery are rendering varying
proportions of care similar to that rendered by primary care physicians. (10/11/)
Table 4 demonstrates=these most frequently occurring diagnoses and the proportions
treated by separate physician specialty groups. Other studies on non-primary care
physicians have corroborated these figdings.(12/13/) However, the magnitude of
primary care delivered by non-primary care physicians is difficult to assess’
because it is difficult to adequately describe the nature of primary care.

One generally agreed upon definition of primary care is that developed by Alpert
and Charney. According to this definition, the primary care physician should pro-
vide the initial contact or point of entry to the health care system for the
patient, assume longitudinal responsibility regardless of the presence or absence
of digease, and provide a broad iantegrationist function vis-a~vis the other health
resouPces involved in the physical, psychological, and scocial aspects of the the
patient's care. On the basis of these criteria, Alpert and Charney judge family
practice to completely satisfy the definition of primary medicine, with pediatrics
and internal medicine doing so generally.(14/) Problems ariae, however, in trans-
lating available classification schemas of physician vigits, based upon diagnoses
rendered, referralusratus and prior-visit status into quantlflable measures of
primary care as desCribed above. The ongoing Physician Practice Profile Study at
the University of Southern California, which is categorlzlng patient care as (1)

" first encounter, (2) episodic encounter, (3) principal care encounter, (4) consul-
tation encounter, (5) speciaslized care, and (6) continuous unlimited care encounter
will facilitate understanding of the nature &nd quantity of primary care aervices -
actually being delivered in a large number of different specialties. (li/l/_

Secondary and Tertiary Care Physician Supply (M.D.s)

As demonstrated in Table 3, varied growth rates have occurred for the medical, sur-
g1cal and other specialty groups ‘between 1963 and 1976 with a 54 percent increase
in the medical specialty group compared to a 46.0 percent 1ncrease in surgery
,/ﬁncludlng obstetrics and gynecology and a 33 percent increase for the other

sgecialties.
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5

flusber 20d Petceht Distribution of Office Visits by Physician Specialty, According to Principal Diagnosis: Uaited States,
May 1973-April 1974

‘4 L ;

Physician Specialty

ERIC . -

Aruitoxt provided by Eic:

Principal Piagnosis Classified by Number of General Medigal Surgical Gther
ICDA Category L/ AR : Yisits in Practice Specizalties Specialties Specialties
- - L 1 -
v Thousands
. . Pevcent Distribution
s All diagnoses 644,891 40.4 26.3 28.5 4.9

] .

. . Infeccikve, and parasiti{;: diseases 000-1 236 25,232 35,2\ 35.9 i7.1 =
Heoplasus f L&0-239 12,713 21.3 22.7 54.0 -
Endoérine, nuerifiodal and ‘

- v metabolic diseases 240-279 26,099 58.2 30.0 - 10.3 -
- Diabetes mellitus 250 8,904 5.2 34 6 - -
Obesity .. 277 10,136 64.4 25.1 9.9 - -
Mental disorders 290-315 29,064 25.2 15.9 4.7 54.2
Heuroses 300 16,570 »29.9 18.2 48.0

- A

Diseases” of nervous system and )
L &ense organs 320-389 50,841 20.3 17.7 58.3 3.7

\ = Diseases and conditions of the eye  360-379 15,248 11.3 - 82.7
I Refractive errors 370 9,175 - - 99.3 -
Otitis media 38t '10,523 25.5 47.5 24.6 -
‘ Py

*  Disesgses of circulatory aysteam 390-458 59,240 50.0 EF R 9.8 3.
Essential benign hypertension 401 22,752 34.0 35.2 8.2 -
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. - Table 4 (con’t)
’ ) . .
. ' s i I Phystctan Specialty

Principal Diagnosis Classified b Number of Gemeral Medical Surgical Other

ICDA Category 1/ : ¥is1ts 1n Practice Specialties Specialties Specialties

. : f Thousands N - v

. ) " . ’ ~ Percent Distribution

Diseases of rdspiratory system 460-519. W 49.9 36.0 12.1 2.0
Acute respiratory infeciions - . .

, (except influenza) 460-466 50,839 57.9 29'1-‘3! . 109 2.1*
Influenza E Co 470-474 5,199 75 & ) = - -
Hay fever ' 507 12,166 » Yy 18.7 ) . 61.2 16.1¢ * -

Ll ﬂ bl
Diseases of digestive system 520~577 23,826 43.0 30.4 25.0 -
Diseases of gemcogrmar}"‘r‘ system 580-629 37, 744 41.9" 1¢.4 ' 7.1 -
ases of male genital organs 600-607 3,596 45.6 ' - - 47.0 -
Diseases of female genital organs 610-629 * 21.8%3 43 6 ) 9 2 49.7 -
-, ) . W *

piseases of skin and subcutaneous ° . " : w»

‘ %aissue ) 680-709 34,099 3.6 47 5 1S 4.4

pPiseases of musculoskeﬁal system 710=-738 3,310 45 7 22.0 4 .29.9 -
Arthratis and cheumadd sm 710-718 18,463 2.9 27.3 16 8 -

Symptoms and Ill-defined conditions 780-796 36,251 33.6 ¥ 264 . 33.2 6.8

. ‘ R ! o "

Accadents, poistgnmg,-&nd violence 800-999 47,609 51.1 13 2 33 7 , 21
Fractures “300-829 ' 7,984 40 3 . - . - 54.3 . -
Dislocation, sprain .. B10-848 15,408 531.8 . 16.6 12.2 -
Lacerations §70-907 9.131 58.4 l‘i.S 24.1 -
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' Physician Specialty
* Principal Dragnosis Classified by Humber of General Hedical Sungical , Other
1€DA Cafegor)_r p¥ ¥igits in Practice ! Specialtiep Specialties * Specialties
- Thousands ‘
. ' Percent Distribution -
’ Special conditions and examinations i ,
without illness Y00-Y13 110,203 3 12.8 0.6 4.4 2.2
Hedical and specia} exams Y00 39,613 94 9.7 18,9 -
Prenatal care Y06 25,1359 30.5 - 67.1 - -
Medical and surgical affercare Y0 . 32,345 136 1.2 ' 62.7 * -
2/ ) .
Other didgnoses , \ 8,630 &2.1 27.3 29.8 -
Diagnosis given as "None" " ‘ 8,019 37.3 7.0 33.4 - -
’ i 3/ - ]
Diagnosis unkfown 5,569 39.6 2.7 31.5 -
- I
)3 Di.agnostlc groupings and code number 1nclusions are based on the Eighth Revision International Class:fication of Dizeases, Adqpted
for Use in the United States, 1965, *
2/ 28D-289, Diseases of the blood and b'lood -forming organs; 630-678, Complications of pregnancys childbirth, and the puerperium;
740-759, Congenital snomalies; 760-779, Certain causes of pennatai morbidity and morcality. .
i 3/ Blank dlagnoszs noncodabhle diagnosis; illegible diagnosis. -
5 -Ef Thesé l\umbers are not avallable because they do not meet NCHS standards of reliability and precision. .
] - -
Source: Nacio&l Cetfter‘fﬂl; Health Statistics, Wational Ambulatary Medical Care Sutvey, DHEW Publicatidm No. (HRA} 76-1772, May 1976.
. ! . )
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Doctors of bsteoPathy

v

Trend data on osteopath1c physician speC1a1ty d1str}but1on is difficult to com~
p11e due to differing definitions of specialties and noncomparability of data
sets from year to year. Between 1957 and 1976, two vears for which reasonably
comparable specialty data are available, the total number of active non-Federal
D.0.s increased about 45 percent from 9,620 to 13,980. At the same time, the
gumber of D.:0.s8 in the primary care specialties declined numerically and pro-
portionately to the total supply. ,These specialties including manipulative
therapy as well as general and family practice, pediatrics and internal medi=-
cine, declined from 8,920 or 92.7 percent of the total to 8,644 or 61.8 percent
bf the total. The number in the surgical specialties increased from 480 or 5

" percent of the total to 1,337 or 9.6 percent of the total.’ The number in other

specialties increased from 230 or 2.3 percent of the total to 3,733 or 26.7
percent of totai (16/17/9 ° -

o«

Women and Minorities in Medicine

- .

The increasing numbers of physicians also includé increasing representation of

women. The onumber of activé female M.D.s has increased over time, from 14,957
or 5.7 percent of the total in 1963 to 28,966 or 8.3 percent in 1976. Although
women represented a little over half of the total U.S. population in 1970,
there were only 21,800 active female M.D.§ and DP.0.s, or 6.7 percent of total
active physicians. However, an increasing enrollment of women in medical and
ostéopathic schools will magnlfy their representation in the future. 1In 1969-
1970, women made up 9.2 pércent of the medical school entering class, while in
1975-1976, the figure was 23.8 percent. Ih.terms of major specxalty, the pro-
portion of active women M.D.s\in the primary care specialties declined from
48.3 percent to 44.7 percent between 1963 and 1976 compared with 41.6 percent
and 38.4 percent respectively, for males.(18/19/)

Accompanying the growth in female respresentation has been a simila
in minority Fepresentation in the profession over time. Hh11e m1no ities,

were only 16,400 winority physicians rapresenting 5 percent of the
population.” . . . .

More recent figures on active, pat1ent cate winority physicians are
able. Some indication of future representation may be gleaned from/looking at
trends in house staff representation by blacks. In 1970, there weje 992 black
house of ficers, or about 1.5 percent. In 1974, there were 1,534 ack™ house’
officers or about 2.5 percent. Looking further back into the phydician plpe-
line, there were &,595 minority gtudents enrolled in U.S. wedical Jschools in
1975-1976, or 8.2 percent of 21l enrollees; 6.2 percent were Afro-American,-1.3
percent Mexican-American, 0.3 percent American Indian, and 0.4 percent Puerto~
Rican. Thua, increasing enrollments of minorities in medical education will
increase their representation in the total physician workforce.(20/21/22/})

‘Black M.D.s are rot only un&er-represented in the profession but are con-

centrated in relatively few specialty areas. General and family practice,
internal medicine, pediatric¢s, and obstetrics and gynecol combined repre-'
sented nearly 60 percent'©f all black- M,D.s in'1970, compzsgh(to 65 percent in
1967, proportions substantially higher than the national average. According
to a survey -of black M.D.s as of [970, about one-fourth of active black M.D.s
were engaged in general practice.as a primary specialty compared to 1967, at

v
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which time the proﬁortioﬁ was over one-third. An additional 13 percent of the -
respondents‘1n the 1970 survey indicated internal medicine as a primary
specialty, and 10 percent indicated general surgery. However, because the
1970 sidrvey had a low response rate ¢hese numbers should bé¢ V1eued with*

caution.{2 23/24/) ‘\\ ‘

Foreign Medical Graduates : ' 1

>

The proportion'and role-of foreign medical graduates, has increased gignifi-
cantly during the past decade’” Lm 1963, there were 31,000 foreign medical
graduates in the United States or 11 percent of the total physician population.
In 1976, the figure had increased to 85,620 FMGs or 20 percent of the total
physician population. Furthermore, over 25 pergent of all interns and resi-
dents in approv:g residency training programs are foreign medical graduates.{25/)
It ia alao interesting to note that there are no foreign trained D.0.s in the
United Statea because comparable osteopathic training does not exist in other
countries. These numbers should level off now due to the 1976 legislation,

P.L. 94-484, which will restrict FMG entry into the United States.

In 1976, the latest year for which individual specialty data are’ gvailable, there
were 68,510 active foreign medical graduates in the United States, .of whom 35.9
percent were in primary care specialties, 6.3 percent in obstetrlca and gyr-
ecology, 17.9 percent in the surgical specialties, and*}S percderff 1n the other
specialties. When these distributions are éompared to: those that prevailed for
foreign medicat -graduates in 1970, a greater proportion are’in primary care now
(35.9 conpafE:&to 30.9 in 1970) about the same proportion are in surgery, but a
swaller proportion are in the other apecialty groups than-were the case in 1970
(35.0 compared to 45.5). Within each speC1aljy fore1gn medical graduates made up
varying proportions of the total aupply, from’asbout’ 36 percent in anesthesiglogy
to 8.0 percent in dermatology. Haséver, in comparison with U.S graduates,
proportionately more FMGa are in the other specialty groups and fewer are in the
medical -subspecialty groupa.(26/)

-

In'cpmparing the major professional activity.of FMGs between 1970 and 1976, it can

be seen that an important change has’ occurred- in the foreign medical graduate
practice pattérn. 1In 1970, -38.6 percent of the FMGa were in office based prac-
tice. Six years later, 49 pefcent of active foreign medical graduatea were office
based, represent1ng a 60 percent increase. In.contrast, there has been no change,
}n the proportion- of foreign medical graduates in research, teaching and admin-
istration and in hospital based practice.(27/28/) These aggregate statistica
acmewhat obfuscate the role FMGs“play in the provision of specific services. For
example, more than one-half of the physician% employed in State mental hospitals
at the beginning of 1973 were FMGs, althoughfonly 58 percent held an unlimited
licenae to practice’in the State in which they were working. (29/) Furthermore,
according to a study of physicians involved in Medicaid services in Maryland, 1:
was found that FMGs played a much larger role than did U.S. physicians. (22!)
As our health care system continues to evolve, it will become essential to
evaluate continuously the role of foreign medical graduatea. As demonstrated in
the last decade, there fas been an unprecendented growth in their number, which
has tapered off only in the last few yeara. This growth haa resulted, in part,
from the availability of graduate training positions and the rising demand for .
“amedical services, bbth related to the increased spending for Thealth care. Ip view
of the future reatrictions oft entry of FMGa under P.L. 94-484, shortages may occur
in some specialtiea and specialty aervice areas, such aa thoae provided in mental
hospitals and in Medicaid programa. ‘
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Specialty Manpower and Its Relation to Services and- Prbductivity

In order to relate enumerations of physicians by specialty to the real world
of medical care delivery, the nature of the medical and surgxcal services

delivered and the varying degrees of produc§1v1ty must be taken into account.
Published numerical distributions o ans by specialty represent aggre-
gate numbers encompassing diverse professlon 1 groups. Thesge groups include

physicians renderihg varying amounts -pf care in specialty areas other than thei'

one in which they are enumerated; physicians who may be semi-retired; physi-
cians with vary1ng amount § of tra@p1ng in their speC1alty area ranging from

gicians who are licensed as well

those still in training o those,ngi have board certification status; and, phy- B

-thoge who'are unlicensed. )

Disaggregated data by training statés are allo misleadimg because interns and
residents do play a significant role .in health care delivery deapite the fact
they are "in training."” Their role in the provision of patient services has
created concern by the Congress and by: third party payers.

tration by the Institute of Medicine involving over 5,000 House Officer;
(interns and residents) about 61.0 percent of - thelr time 18 spent in dgliver-
ing patient care; 14.9 percent in the combined activities of pat1ent care with.
tdaching; 15.7 percent in learning; and’the. remaining 8.3 percent in teaching,
research and other activities. Among the tén individual epecialties included
in this stuady, the amount of time devoted to patieftt care alone varied from ,
47.% percent for pathologists to.70.7 percent for anesthesiologists and 73.8
percent for family practitioners. (31!)

According to an activity analysies conducted for the Social Security Ad:énis-

. 4,

Productivity 18 another important parameter that'affecté the delivery of serv-
ices by specialists. Productivity ds measured by the number of patient visits
is dependent upon specialization, type &f practice, employment setting, geog-
raphic location, sex, age, and numbers of hours worked, as demonstrated in the
" following statistics: In 1975, the average number Sf total patient visits per
week for specialists in the méJor specialty categories. was 126.5, however, it
varied among specialites from 33.0 for aneathesiologists to 177. ? for general
practitioners. Similarly, the number varied by type of practic® and specialty,
with physiciang in group practice generally having higher numbers of Patient
viglits per weq‘ than physicians in solo practice (103.9-149.5 compared to
122.2). Locational variations were .also significant, .with nonmetropolitan
specialiats averaging 168.6 patient’visits per week, compared to metropolitan
physician specialists having 106.2-134.0 patient visits per week.(32/) High
degrees of correlation were also found between numbers of visits and total
hours worked in a study of physician caPacity utilization. This samelstudy
2180 addressed organizational barriers to access and found that highly produc-
tive physicians could comperisate substantially for the differences in actual
physician to population ratigs between‘rural and urban area. These compen-~
sations appear to have made access to physician services, fajrly even across
broad geographic regions, including both large and small SHSA& and nonmetro-
politan areas.(33/) However, it should be noted that numerods other factors
besides productivity affect acpess,/{ﬁgluding geographic, eddcation, financial
and organizational considerationse. Furthermore, the use of geographic regions
as a unit for analysis masks significant local variationa in ava11ab111ty of
physicians and populations served by them,

-
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The product1v1fy dlfferencea 1n male and female phyaiciana are evidenced by
their differencea™in actual worklng houra. Female M.D.a work 37.5 hours per
week in direct” patient care compared to male .a who work 46.5 houra. (3&/)
Degpite the lower number of hours worked by uomen, an increaaingly higher
_per'centage 6f them are working full-time¢ with.ahorter interruptioms for family

. formation. Thia-upward trend in houra of practice, in addition to the extended
life span of women phyaiciana and their propenaity to remain active beyond
retivement age, ahould amplify their prOdUCtIV1ty over time. (35/36/)

Thé‘inverae relationahip between productivity and age ia ahown by a study of
aurgeons in which it waa found that over half of the aurgéona with low opera-
tive workloads were over 53, compared to.only 14 percent of the aurgeona with
high operative workloada- (37/)

In an effort to relate actual head cpunta te full-time equivalent (FTE) phy-
~ aiciana, the AMA conducted a study on a aample of 4,400 physicians for whom
“zthey had data on actual houra worked in individual apecialty areaa. The work-
week atandard vaed for full-time equivalence in their calculationa waa 60 houra
for primary, aecondary and tertiary apecialiata. However, recent data from
* the AMA -indicate that the atandard ahould be reduced to at moat, 52 houra.(38/)
The preliminary resulta from thia atudy on the diatribution by head count and
full-time equivalenta are diaplayed in Table 5. Here it can be seen that when
full-time equivalenta are vaed inatead of head counta, diatributional ahifta
occur in all dimenaiona. For example, it can be seen th¥ younger phyaiciana
and male phyaiciana apend more houra in practice than do older phyaiciana and
female phyaiciane. Alao of note is the increaae in numbers of surgeona largely
at the expenae of the ™other" phyaiciana category, but alac at the expense of
the primary care category. If a standard of 52 houra had been uvaed, theae
shifts would have been even greater.(39/% '
It ia not certzin how present trends in U.$. wmedicine will affect future phy- .
sician specialiat supply.. These trenda include increased consumer expecta-
tions, the movement toward group practice, the vaé of new health practitionera,
and technological advancea, e.g., early detectionm and treatment of diaeaae will
bring about a healthier population and a diminiahing need for health servicea.
However, it ahould be noted that all of theae trenda are not &a clear cut as
they may appear on the surface.

Practitionera in groupa although gé%erally more productive than their col-

) leagues in solo practice tend not to maximize their productivity. Furthermore,
while group practice ia atill held up 3a the ideal practice by many, ita growth
continuea to be relatively slow, at an annual rate of 1lgaa than 4 percent aince
1969 compared to ita growth of 18.5 percent between 1959 and 1965, (&0/) while
the appropriate use of new health practitioneta haa been ahown to increaae -pro-
ductivity significantly, there are at, preaent only dbout 9,300 such practition-
era, not all of whom are engaged in primary care.. Moreover, political pres-
sures from the other health profeaaions and the1r dependence on Federal funding
make their future uncertain.{41/42/) Deapite the fact, that technological
advance holda great promise for 1mproving the efficiency and effectiveneas of
phyaician services, it would appear from paat experience in the health indua-
try torlead to greater manpower needa, rather than to reduced needa, unlike
other 1nduatries. .

+
+

Often overiocoked, but of great importance are the aeveral factora that may
diminish the productivity of primary care physiciana aa meaaured by numbera of
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, _TABLE 5 .
N S
Comparison of Headcount and Full-Time Equivalency
Distribution of Physicians-Specialty by Age and Sex 1
|

A 1 1 <
ADJUSTED M.D. DISTRIBUTION AND PRODUCTIVITY OF SUPPLY, 1975

Headcount Distribution of Physician Specialty by Activity, Age and Sex

-

. . Medical - Surgical
Federal and Non- Total M.D.s G.P. & F.P. Specialties - Specialties Other
Pederal Total 4,382 167 . 1,143 . 1,356 1,116
Age Range f'? |
Under 35 596 60 203 “175. 158
35 through 54 2,440 346 634 796 664 .
* 55 and over 1,346 361 306 3?5 no294 .
Sex . . "
"Male 4,147 741 1,057 * . 1,329 1,020 -
Female 235 26 86 L 27 96
Pederal Total 296 18 94 67 117
Ron~FPederal Total 4,086 749 . 1,049 1,289 999
Professional ) . *
v Activity
Direct Patient ) }
Care 3,769 739 958 1,245 827
Office Based 3,232 00 ¥ 812 1,109 - , 611
Hospital Based 537 39 146 136 216
All Other ’
Activities 317 10 9N 44 172

*

Source: -Sociceconomic Issues of Health, 1975-1976, American Medical

Asgociation, Chicago, 1976.
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TABLE 5 (a)
Full-time Equivalency Distrilfution. of ?hysician-Sﬁecialty by
g . Activity, Age and Sex '

.

. , Medical Surgical
- Federal and Non- Total M.D.s G.P. & F.P. , Specialties Specialties’ Qther
. Federal'Total o 4,382 - ?56'& /o0 1,163 1,441 17023
] " lf r
, ) Age Range ! '
. Under 35 . 681 ' 66 .. h 233 %28 154
: 35 chrough 54 2,472 360 649 848 615
55 and over 1,230 © 331 279 364 256 *
Sex o
»  Male 4,180 735 ° - 1,085 1,414 946
- Female +_ " 202, 20 R ¥ 27 o
} Federal Tetal 281 14 - 93 " 70 . 103
Kon-Federal -Total 4,101 . 740 1,070 1,371 . 920
Proféssional .
Activity - . ' .
Direct Patient . ’ '
Care 3,825 + 730 . 987 1,333 175
Office Based. 3,235 688 823 . 1,148 © 575
’ Hbspital Based 591 42 . 164 185 200
~  All Other ~ . . )
' Adtivities L1275 10 82 38 . 145

¥

Source: Socioecénomic Issués of Health, 1975-1976, American Medical

Association, Chicago, 1976. 4
- - - ) . .
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TABLE 5 (b)

r

Shifts in Distribution of Physi..ci'ans‘From Headcount

-

. . . Medical Surgical
Federal and Non- Total M.D.s G.P. & F.P. Specialties Specialties™Other -
Federal Total NC -1 i 20 85 -93
e Range s ' :
Under - 35 85 . 6 T30 . 53.. - 4
35 -through 54 I.32 ¥ . la . 15 ‘52 - =49
55 -and over -116 . =30 =27 =21 .-~ =38
.o e C
Eel : ’ » '
Male 33¢ -6 28 85 ~74
Femdle - .t - 33 -6 -9 0 - =19
'Federal Total {5 -2 -1 3 -14
Non-Federal Total 15 o= 9 21 - T 82 =79
Professional . ] ‘,/ .
Activity o
Direct Patient
Care , 57 -9 29 O 88’ ~52
Office Based . .3 =12 11 39 ~46
Hospital Based ' 54 3 18 49 =16
,A12 Other
Activities - 42 0 -9 -6 -27

]
1

)

to Full-time Equivalency Specialty by Agtivity, Age and Sex

Source: Socioeconomic Issues of Health,_tQ?S-l??G, American ﬁedical

Association, Chicago, 1976.
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visits in the future. The most productive primary care physicians, namely,
general practitioners, are retiring and pot being replaced. Since they are .
generally older than their colleagues, they can be expected to leave practice

y reasons of illness, retirement and death at a faster rate than the younger
specialists. Furthermore, those remaining in practice will become less active
as they enter their fifties and sixties, when the productivity of all physi-
cians decreases. The high cost of liability insurance makes it unattractive

" for older physicians to practice part-time, and this also affects younger phy-

sicians_ in clinics, emergency rooms, and in gome private practices. The other
primary care specialists who are replacing general ‘practitioners, namely family
practitioners, internists, and pediatricians are ldss productive, that is
handle fewer patient visitse per day as demonstrated earlier. Finally, new
demands on physician time, such as quality control, continuing education, the
younger physicians' apparert desire for a more leisurely life style, and the
increasing proportion of women may also contr1bute to a reduction in the total

. number of hours worked per week. . . -

Compounding the problems asaociated with varying productivity levels is that of
the variations in types of services provided by specialists. The overlap among
specialists in the renderin} of primary care also applies to services which can
and are b¢ing provided by physician extenders. Similar overlaps in potential
and/or actual duties occur among non-primary care physicians and their d#id-=
level health practiticner counterparts, for example, psychiatrists and psycho-
logists, ophthalmologists and optometrista, #nesthesiologiats and nurse
anesthetists, physiatrists ‘gnd physical therapists, and prthopedists and podi-
atrists. At the same time, non-primary care such as surgery is currently being
performed by primary care and medical specialists. For example, in a recently
completed study of doctors performing operations it was found that 27 percent
and 22 percent of operations péerformed were attended by general pract1t1oners
and medical specialists.(43/) *

As can be seen from the ‘above discussion, more than one enumerat]lon method must
be used in order to minimize the errors that arise from the use of the rela-
tively soft available data on, physicisn manpower.

lﬁTE%NS AND RESIDENTS

[_ . &

Introduction

In order to ags 513ht into future trends in specialty mix it is necessary to
look at the ¢ cteristics ol‘phy31c1ans in training, nameiy, interns and

residents. Graduafe medical education is in a state of flux, resulting in part
from the abolition of the freestanding allopathic internships. Many specialties
are reappraising the purpose of the first year of medical training calling it
postgraduate year one (PGY-1). In spme specialties, PGY-l appgars to represent
an additional year of training in a pr1mary care specialty. .Thus, the ‘content

-and nomenclature for PG%—I positions are in a state of flux. 1Ih view of the

fact that much remains to be resolved on this issue, our analysis will center on
the gystem as it exists today.

' .
Data Sources -

%

The main sources of data on intern and resident trainees are the Liaison
Committee on Graduate Medical Educatign’s Directory of Accredited Residencies,
1975-1976, previogs editions of the Directory of Approved Internshipe and




way be used to project specialty training in the foreseeable future.(50/) :

‘ E'Y
Residencies of the AMA (44/) and tfe Almanac, Supplement to to the Journal of
Tthe American Osteopathic Association. (45!5 Other sources of information’on
residents, fellows and training positions offered are the special|rgeports by the
Council of Teaching Hospitals of the AAMC, the National Intern and Resident
Matching Program, the Educational Council for Foreign Medical Graduates and the
American Hospital Association. These data sources are described in Table 6
along with their relative assetz and limitations. .
There are several problems associated with these data sources not described in
the table. "~Among them is the fact that little is known about the role of the
house officer 'in the provision of services, although preliminary information
from the Institute of Medicine and House Officer Effort Distribution studies
indicate that it is significant.(46/47/) Also, there are inadequate data on
the numhers of first-year trainees 1n pr1mary care residencies .who subseguently
beeome subspecialists. For example, the estimates of the numbers of general
internal medicine trainees who later énter internal medicine subspecialty train-
ing vary from 25-42 percent.(48/49/) Finally, it should be noted that many
firsat-year residents are not in fact enrolled in their first year of residency
but may be in their second, third or fourth year of training, and are listed as
first-year residents in one specialty whith requires some training in another
specialty. Thug’, this analysis will bé based upon the present data fully rec-
ognizing its inherent inaccuracies and limitatiohs.
In order to better understand future trends in the physician speci@lty digtri-
bution, it is important to reviey trends in the educational pipeline. Virtually
all U¥.5. M.D. graduates will continue to enter residency training programs as
will increasing proportions of D.0.s. However, it is not certain how many D.O.s
designate themselves as specialists without residency training. In 1975, about
one-fourth of all ocsteopathic graduates continued postdoctoral training imme-
diately following their internship. Due to the lack of trend datz on residency
distributions of D.0.s and assuming that future gignificant ehifts in patterns
of career choice do not occur, the distribution of filled first-year residencies

4

The number of first-year residency positions offered by specialty is, among
other factors, a function of departmental prestige, -institutional service $
requirements, and the adequacy of resources to sustain the program, rather than
quantitative perceptions on the local or national need for the type of physi-
cians being trained. A recent survey by the Institute of Medicine of 414 .
training program directors in teaching hospitals of all types found that the'g:
"education environment" was a more important consjderation in determining-the
numbers of positions than "community need.” In the future, funding constrdints .
may have greater impact on program size. For example, in New York State, Blue’
Cross has set limits for residency slots among specialties.{51/) In additiom,
the residency accreditation procéss, for the most part, relies on program char-
acteristics and resource ava1laB111ty, (e.g., faculty, beds). Questions of
regional .or national manpower need are left unaddressed. (Ezf)

There are wide variations amcng specialties ig,the numbers of allopathic resi-
dency positions offered and the numbers of poFitions filled. In the aggregate,
residents have only limited freedom inm makigg their specialty choices: This is
exemplified by the residency fill rate of %f.3 percent of positions offered in
the 1974-1975 year (52,685 filled, 57,681 offerad). Among the specialties, -
fill rates ranged from 83 percent in pathology.to 99 percent in ophthaimol~- .
ogy.{(53/) The specialty choice options, in the aggregate, were broader for

*
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: Intern and Resident Data Sgurces .
. 3 Ll .
’ Data Sources + . Assets . Limitations
e I.  Dbirectory of Approved Ipternships and Most complete source of data available on Usuallyart 15 two years out of date
Residencies. . M.D.s 1n Cralnang, . s ’
.Eoncains data on distributions of ’ : Does not provide distributrons of residents
first year and total residengs by Published and updated annualéy. byﬁnst;tunons‘
v specialty (30 lisced) country of 4 . .
’ : : education and affiliaticn status of, . y o . Physicrans lfsted as first year residents
hogpitai. ~ 1n some spectalties ‘Bay 1in fact be 1n therr
. : B - second or third fear of training.
. Also lists numbers of positions offered )
L. and filled by specizley* and affiliation - ! .
* and Enbers of positions offered for .
the. Forthcoming year.ls” . -
. - ] -
) 2. Amer i can Osteopathi¢ Association * Most complete source of data on D.0.s : " Does not provide disaggregated data on
*Almanac, . *in training. *» residents by years in traiming. .7
1 Contains data on residents 1n ostegpathic : n .
hospitals by specialty and mstitution.gj Y Published and updated annually. . "Ho 1nformation provided on.D.0.s tralming
- , . * ‘ 1n non-ACA approved programs Such as AMA
.’ : . Provides distributions .of residents by approved ‘hospﬁls.
| . 1nstitution, ,
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TABLE 6 {con't) ‘
- Intern and Resident Datz Sources . .
Data Sources Azsets ; Lmital:ions »

3. c¢ouncil of Teaching Hospitals. - provides distrabutions ¢f interns and Does natgprowde dnstr:but:ons of resndjts by
provides data on interns and residents residents by institution. specnélty or years 1n training.
by inatitution.3/ . : "t d

Published 4nd updated annially. T
. 5 :
Timely, 1976 dara available an 1976, <
- M ]

4. HNaticnal Intern and Resident Matching Provides indications of student Does no¥ provide information on unmatched
program. specralty and institutidnal preferences. gradua and fore}gn medical graduates
Provides information on specialty N . variously estimate& at 10-30 percent of the
distributions of first year and . Timely, 1976 data available 1m 1976, tonat first year resident supply.3/6/f
total regidents an Ag{,& approved ” ¢ T
hospitals how participate in the . * . ) >
program.&f : . J

- . t

1/ American Hedicalghssociacion, Directory of Approved Internships and Restden:les 1975-3976, Chicage, 1976. . ' ’

7/ Amertican Osteopathic Association, “Alpanac, Supplement to Volyme 76, 197> Journal of the American Osteopathic Agaociation, npnl. 1917,

Council of Teaching Hospitals, Directory, 1976, Assbciation of A.mencan Medical C(olleges, January, 1976, ’

EI American Medical Associration, Barectory of ﬁpproved JInternships and Residencies. . . -

Craettinger, J.S., "GrfM¥uste Hedical Educatian Viewed from the National Intern and Regident Hatching Program.” J.

S1, Sept, 1976.

Biles, B., Comunication to Staff of the Senate Committee on Labor and Pubiic Welfare
. A

, June 6,

' .o

Yed., Educ., . [}
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L]
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osteopathic résidencies, with 1,062 positions offered and only 489 led, for
a £i11 rate of 46 petcgnt.(54/) If the present trends continue, the disparity

between the numbers bmﬂmnmalMia fitled will :mnn&TJﬁcnn:mn due to the increas-
_..=mmmnmn‘mmnmn:mnwamn.pmmmmm%x..u.mm_.au.o.m...».. .

'
. L.

Trends in First-Year Residency Distribution by Specialty in Al lopathic «. .
and Osteopathic Hospitals .

* .

. * . : ,
In the academic year of 1976; there were a total of 19,831 M.D.s in the first
postgradugte year of training, compared to 11,080 in 1960. This represents a 79
percent lintrease.(55/56/) Similarly, there were 195 D.0.s in the first year of

graduate training in ADA approved hoapitals in 1974, compared to 102 in 1970, a
91 percent increase.(57/58) " ,

¥ * ¥ 4

Residents in Primary Care - .

4

Table 7 shows the distribution of figst-year residents in AMA approved training .
programs. It is apparent that the aggregate increases in primary care trainees
between -1960 and 1976 are greager than the overall increases for the total npm-
bers for the same period. It sfould be noted, however, that the actual counts
and percent increases overstf¥e the ultimate number of primary care specialists :
because increasing numbers of firgt-year internists and pediatricians later ) .
enter subspecialties. For eximple, based upon recent trends, about 9 percent

of those who entered "first-year residency training in internal medicine programs

in 1973 were dot in second year programs in. 1974, It is assumed that this 9

percent is made up of physicians who elect one year of training in primary care

priof to beginning training in the surgical or other nonprimary, care specialties--
probably due to the abolition of the free-standing internship in 1975, mmﬁﬂwmnﬂm_

it is conservatively estimated by the AMA that another 25 percent of those cdm-
pleting at least "one year of general interwdl ™ thedicine training will later

enter the internal medicine subspecialties. The same phenomenon has occurred .,

in® pediatrics with about 8 percent of all the first-year residents in genéral * :
pediatrics entering the pediatric subgpecialties. Thus, the number who remain

in primary care in internal medicine could be treduced to 3,770, and the number
remaining in pediatrics to 1,735. Applying similar corrections to 1976

figures, the percent in primary care would be.38.0 percent as opposed to 47.5 P
percent as stated ih the table,(59/) T .

”~ -

-

Unfortunately, little is really known about the magnitude of these nnmﬂ%ﬂ.msa

the resultfat losses from the primary care physician supply. A recent study of
physicians in the specialty of cardiology showed that about half of the cardi-
ologist's time was devoted to care im the specialty of cardiology, with the

remaining half devoted to primary care.(60/) 1If such findings apply to other
subspecialties of primary care, questiens. might’ be raised about the relation- .
ship among training program objectives, the purpose of the certification

process and the provision of high quality, cost effectige primary care

services. Obviously, these trends and their mavwmnmnmomW for the future supply
and,distribution ofgspeicalty manpower need further investigation before defin-

itive conclusions n be reached.

Regsidents in.Surgery and Other Specialties

As can be seen in Table 7, when compared to the primary care.specialties, n%m
surgical specialties have exhibited the opposite trend in growth, with the
aggregate proportion (excluding obstetrics and gynecology) actually declining. .

4 v
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y \ . TABLE 7 ,
. . Trend Dara on Number angd Percent Df:butmn by Specialty of Firsty¥ear Res:idents,
and.Grownie In Numbers er Time, 19360, 1968, 1974, and 1976 K,
- - L]
&  Total Humber and Percent Distribulion Percent Growth Belween
of Firsc-Year Residents, 1960, 1968, 1960 and 1976 and Between
. s i 1924, and 1926 1968 and 1976
L1
. . 1960 1968 575 1976 Percent Growth  Percent Growth
. Specialey Rumber Percent Humber Percent Nupber  Per<ent  Rumber Pertent - 1960-1976 1968-1976
Al
, TOTAL i 11,080 100%.0 12,864 100.0 18,83 100.0 19,831 1000 - 19 = 55
L PRIMARY CARE [ _L 3,445 31,1 3,798 I9L f, 70 iT. ¥ 9,332 &7 5 ./ +14d
General Practice _/ 384 3.3 258 2.0 163 0.9 196 1.9 - 4% - 74
Family Practice - - - - 1,1%% 6.1 1,828 9.2 -
Internal Medicine o 2,193 19.8 z,589 20 1 4,533 5.2 3,512 27.9 *152 +713
"Pediacric¢s , 886 7.9 949 7.3 1,810 9.6 1,886 9 % +111 . 99
SURCICAL SPECIALTIES 4 274 3B.& L, 75 17 & 5,852 3 qQ 2,651 28.% - 32 « 19
: General - ., 2,127 9.1 77394 12 & 7,539 {Z.0 7,575 120 DNF]] . * 8
- . Neurologtical i0l 4.9 119 09 129 0.7 121 06 . 20 . 2
Obscecrics and Gynecology 917 8.3 75% 59 1,030 $ 5 1,065 5.4 .16 + 40
Ophthalmology, . 288 26 418 32 504 2.7 655 2.3 .58 .
Orchopedic . 353 33 403 3 609 3.2 563 2.8 . 59 40
. t Otolaryngoiogy 153 la.2 206 1 & 270 1.4 23% 1.2 . 56 + 16
& Plasctic 47 « 7 0.6 90 0.7 184 0.9 186 1.0 *291 «104
i Thorati¢ - . 89 0.8 5 1.1 ta? 08 142 0.7 + 60 + 4
Colon and Rectal " - - & 0.1 30 G.2 32 02 - <431
. Urology 206 138 e 1.7 310 ° 1.6 277 14 ¢ 36 + 28
OTHER MEDICAL . 12 s 0.9 259 1.0 38t 7.0 391 0 +28] . 3
Allergy and lmmynology . - - - - - - 18 (I - -

i Blood Bank - - - - - - 3 - - -
Fediatric Allergy . - - 19 0.3 59 0.3 75 . 0.4 - + 92 .
Pediatri¢ Cardiology - - 54 0.4 58 0.3 51 0.3 - -« 2
bermatology 102 0.9 g 166 123 264 1.4 238 1.2 *133 + 4l
bermatological Palhology ¥ .o - - - - - 4 - - -

L]
. q .
> r

Aruntoxt provided by Eic:




:

.

. ? TABLE 7 {con't) .

Aruitoxt provided by Eric:

I . ¢ ’

- ‘.‘ ' - ‘* '
w — - _
Total Humber 2nd Percent Distributaion Percent Growth Betueen
of First-Year Residents, 1960, 1968, 1960 and 1976 and Between
. 1974, and 1976 ! 1968 and 1976
! 1960 198 ~ 1974 1976 Percent Growth  Percent Growth
Speciaity Hupber Percent Number Percent Humber Percent  Humber Percent 1960-197¢ 1968-1976
OTHER SPECIALTIES > 3,261 25.4 4,055 ) 4,827 5.8 4,355 2.1 f « 33 + 7
Anesthesiology . 550 .6 677 53 715 3.8 513 2.9 - & - 15
‘ Child Psychiatry . - - 99 0.8 287 1.5 268 1.4 - +170
Heurology : 149 1.3 249 19 LAR1 2.0 129 1.7 *i21 . 32
Pathology 757 6.8 661 5.1 802 4.3 778 3.9 o 3 + 18
Physical Medicine 55 0.5 95 0.7 122 07 161 08 +192 . . &9
Psychiathy . 1,090 9.8 1,209 9.4 * 1,54 "8.3 1,292 6.5 .19 . 7
: Nuclear Medicine ! - - - - 53 0.3 71 0.4 - -
Forensi< Patholegy . - - - - 24 01 22 01 - -
Neuropathology T - - - - 26 01« 28 0.1 ., - -
Radiology ' 554 5.0 849 6.6 225 1.2 %0 0.5 - B4 - 89
- Therapeutic . - - - - 120 06 119 06 - T
- hagrostic - - - - 553 2.9 624 312 .z -
Miscellaneous 166 0.9 216 1.7 - - - - - g -
- ‘ . * F
r2 Source. American Medical Amsociation, Directory of Approved Internships and Résidencies 1D the United States., 1961, 1989-1970, and
N 1975-1976 editions, Chicago, 1381, 1970, 1976 and 1977, : .
. * »”
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. case of the other specialties, the diminisked growth ma
' restrictive legislation on entry of foreign medical graduat 8 who com

Here again, the numbers of'first-year esidents in the individual specialties
are misleading and tend to overestimatg the numbers in general surgery as
opposed to other surgical specialties.| The only surgical specialties that
neither require or :a,i an option for a year of general surgery for certifi-
cation are obstetricd.and gynecology and ophthalmology. ’
The only group to exceed primary in gropth rates is the other medical specialty
group. Their growth is primarily due tp increasing specialization in internal
medicine and pediatrics. However, in response to the American Academy of
Dermatology's concern about potential o ersupply, the number of res1dents in
dermatology-have declined between 1974 and 1976 (61{)

The growth rates for surgery and other QpeC1a1t1es have been modest; with their
aggregate proportions declining. In thd case of thé gfirgical specialties, this
diminished growth may reflect concern about a potenti oversupply In the

art to the

large proportions of residents in anesthes1ology, psychiatry and patholog
compar ison of the 1974 and 1976 numbers Bhou these effects dramatically

Radiology has declined in numbers due to.the phasing out of general rad1cloiy////,//’
as a specialty. ,: , <

Relatiofiships Between Residency Positiong Offered and Filled

It is interesting to look at the relatidmship between ‘first-year residency
positions offered and filled, shown in Tables 7 and ‘B. One of thé keys to
adequate physician manpower is having a sufficient number of appropriate
graduate medical eduation (GME) positions. It is crucial to try to’assure
that there will be enough GME positions to accommodate graduates of U.S.
medical schdols, and that the specialty mix of these positions will ‘contribute
to a desirable mix of specialists. There has been recent speculation about
possible future shortages of first-year résidency positions.(gg{)

A simple regression analysis indicates that all résidency programs except
general surgery have increasing proportions of their offered positions filled.
This rise in percent of offered residency positions being filled is probably
due bath.to a larger portion of U.S. medichl scbool graduating class seeking
such agvanced training and to a rising number of foreign medical graduates
fulfilling their residency plans in the U. $. Only the general surgery
re31den£y programs geem relatively unaffecﬁed by these rising demands.
On the other hand, the availability of first-year GME positions in each .of the
speC1alt;es as shown in Table 8, has remained remarkably constant over more
than a décade, even with a concurrent 37 percent rise in the number of U.s.
medical gchool graduates. Table 8 also~shows the percent of each graduating
lass that could be accommodated in the seven residency programs studied in
each of tSF seven years between 1960 and 1974 for which data are available.
Not only do the ratiocs between GME p031t1cna offered and U.S. medical school
grdaduates ?how almost po variation, but 1n dach residency program, the ratios
of available positions to size of class in the seven sample years alsc remained
nearly the jame. For example, over the l4-ykar period the ratio of total posi-
tions offerdd to size of graduating class vatied only betweem 127 and 136 per-
cent The npmber of psychiatry residency positions available could accommodate
between 18 ar\dm percent of each class samp]ed. . . .
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. © CTABLE 8 ] .
f/ﬂ\- ’ Percent of U.§. Graduates
‘ . Which Could Be Accommodated By -
“ , Offered Residency Positipns By Specialty 1/ .
1960 1962 1963 1969 1970 1972 1973 1974
AnestheRology 10 1 1 10 1 10 10, 9
. B * B r * -
Dermatology 2.~ 2 2 2 ° 2 2 3 2
. Internal ' , ' - _
Medicine .36 +39 38 36 , 36 36 . 38 -39
* -\P’ * »
! Pediatrics 14 15 15 16 15 15 15 16
4 Psychiatry 26 21 21 21 -21 21 19 lgai
Surgery T 35 35 6 34 34 32" 31
Obstetrics/ ' :
Gynecology 14 13 13 12 11 12 Il 12
— , S
Percent . - —
" of Total 130 136 135 133 . 130 130 128 127

Graduates

Total U.S. .8,943 8,388 9,485 10,304 10,325 . 10,921 11,361 12,225

. Graduates .
* l] Data were not available on 1976 U.S. graduates.
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These two* sample analyses give an indication of the complexity of the issues
- associated with graduate medical education and the need for further study of
these 13sues and their interrelationships before any conclusive statements can
. ge made.:

¥ -

Doctors of Osteopathy in Residencies

Similar trends in the choice of first-year residency positions have been occur-
ring among the doctors of osteopathy in both ADA and AMA approved residency
training programs with increasing proportions choosing primary care.

The overall fill rate for all approved osteopathic residencies has been rela-
tively stable at about 50 percent indicating that the overall capacity of res-
idency programs in accredited osteopathic hospitals has not yet been stressed,
However, between 1974 and 1976 the numbar of osteopathic physicians in 40A
approvdd residency programs has leveled off, in constraint to stepdy numerical
increases prior to 1974.(63/64/) Likewise, the number of osteopsthic physi-
cians in AMA approved resIdencies declined berween 1973 and 1976 (from 480 E?
415}, '

Women and Minority Representation

. ]
Women and minorities are increasingly represented im the training pipelinme. The
first-year enrollment for females in schools of osteopathy increased from 2 per-
cent of the toral in 1965 ro 14.5 percent of the total in 1976-77, The numbers
of females in medical schools ar the same time increased from about 9 percent in
1965 ro 23.8 percent in 1975.

The first-year enrollment of Afro-Americans has increased numerically, but has
declined proportionally berween 1971 and 1975 (from 882 ro 7.1 percenmt to 893
or 5.9 percent}. Enrollment for other minorities has increased both numeri-

cally and proportionately, from 181 or }.5 percent to 334 or 2.3 percent for

American Indians, Mexican Americans, and Mainland Pyerro Ricans. The pumbers
for Asian Americans, Cuban Americans and other minorities have increased from
217 or 1.8 percent in 1971 to 396 or 2.6 percent in 1975. Similar but smaller
increases in minority enrollment have occurred in osteopathic schools.{(65/66/)

Female M.D.s in residencies rose from 4,382 in the Fall of 1971 to 7,816 in the
Fall of 1976. Among individual specialries in 1974, pediatrics accounted for
the largest share of female residents at 20 percent of the total compared to 8
percent of the total male residents. Internal medicine and psychiatry each
accounted for.15 percent of the total female residents compared to 29 percent of
the total male residents, and pathology accounted for 1! percent, compared to 5

percent of the toral male residents. These represent basically the same distri-

butions that have occurred in previous years.(67/68/)

In 1974, a toral of 1,113 Black U.S. citizens were serving in residencies which
represented 2.3 percent of the toral numbers of residents in allapothic programs.
This ie an increase over the 1.7 perdent figure in 1968. " Of this total, 255 were
in internal medicine, 147 in general surgery, 154 in obstetrics and gymecology,
and 50 in family practice.(69/) .

In summary, the primary care speciéltiés of family practice, pediatrics, and
internal medicine residencies plus gemeral practice arrracted 36' percent of
black residents, 39 percent of women residents and 36 percent of all residents

-
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in 1974. If obstetrics and gynecology is included, the&pegcentages become 49
percent of blacks, 45 percent of women and 42 percent of all residents in the
primary care specialties. Future trends for women snd minorities are drfficult
to predict apart from the total resident pool due ¢o limited data. .
" L

Foreign Medical Graduate Representation oL .

" and service del

+

Because many foreign medical "graduates epter the United States at least -
initially for graduate training, they have had an especially significant impacd
on residency training programs. Between 19653, the first-year for which FMG
residency training data are available and 1976, the nuymbers of FMGs in residency
training grew from 9,121 to 15,496 but declined proportionately from 28 percent
to 26 percent of ,the total. However, their proportion reached a high of 33 per-
cent during the academic years of 1969-1970 and 1970-1971. Comparisons among
individual specialties also revealed interesting changes. 1In 1974, for example,
32 percent of all FMG residents were in: general siurgery and 27 percent were 1in

* internal medicine in contrast to 1965 when the proportions were 22 and 17 per-

cent, respectively.(70/71/) Y .

Foreign traine? physicians have played a relatively large role in the training

ivery programs of non-affiliated hospitals in comparison with
hospitals affiliated with med¥cal schools. In non-affiliated hospitals, 59 per-
cent of the pdsitions filled have been filled by FMGs in 1970, 1973 and 1974.
In affiliated hospitals, FMGs have represented only 29 percent, 28 percent and
27 percent of the residents, in the respective years. In at least half of the -
specialty programs in non-affiliated hospitals, the majority of residents are )
foreign trained, compared te affiliated hospitals in which only three SPeC18l-
ties (anesthesiology, general practice armd psychiatry) have a Jor1ty of
foreign trained residents.(72/73/)

i
-

In 1976, there were 4,762 first-year FMG residents, excluding Canadians, in AMA
approved hospital training programs. They represented 24 percent of all first-
year residents. In 1974, thirty-three percent of these FMGs were in primary
care, excluding obstetrics and gynecology; 5.5 percent were in obstetrics and
gynecology; 22.2 percent ‘were in the surgical specialties; and 41 percent were
in the medical or ‘other specialties. Thus, FMGs are distributed in primary care
in lesser proportion (33 percent) tham U.S. graduates (40 percent}. The same is.
true in the -surgical specialties where FMGs comprise 22.7 percent of the total
compared to 25.2 percent for U.S. graduates. In the medical and other speciai-
ties, FMGs made up proportionately mome of the total (41 percent) than U.8. ’
graduates (28.9 percent). The largest proportion are in institutionally based -
specialties, such as anestheslology, pathology, psx;hga&;z, and radiology where
they represented half or more of all first-year residency positions. (74/) Not
surprisingly, these specialties have relatively higher proportions of unfilled
residency positions (excluding FMGs from such proportions} than specialties like
dermatology and ophthalmology which have small numbers of FMG residents.

-4

These characteristics of FMGs have signficant implications for physician spe-

cialty and manpower and any changes in their numbers or distribution will alter
physician distribution in the next three or four decades. The implications of

" P.L. 94-484 on the influx of FMGs have yet to be assessed. e
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. nitions of functions; diverse educational experiences of physi

.

f

CHARACTERISTICS. OF PHYSICIAN EXTENDERS
(PHYSICIAN ASSISTANTS AND NURSE PRACTITIONERS) te

The uneven availability of medical services in parts of the country as well as
the general concern over increasing escalation of medical care costs have con-
tributed to developing the supply anq\utilization of nurse prectitioners {(NPs)
and physician assistants. (PAs) during the past decade. There are about 6,420

. formally trained active nurse practitioners and about 2,900 formally trained,

active physician assiatants in 19765(75/) Numerous surveys have revealed that
these mid-level health personnel, collectively referred to as physician extend-
ers (PEs) ave increasingly being accepted by boths patients and physici-ans.
However, .their continued growth and utilization is still not certain, for many
reasons, including: legal constraints; the reimbursement issumdiverse defi-
extenders;
.d4nd to a lesser degree, the uncertain status of their Training programs and the

*uncertainty of their relationship to one another.

o

\{e arder tc develop credentialing mechanisms for these professions, it is first
mecessary to establish the specific roles of its members A physician assistant
is defined ae a person who ¥enders services under the supervision and responsi-
bility of a physician.{76/) A nurse practitioneér must "have advanced skills for

assessing the Health 1lln ness status of individuals dnd bk able to articulate
nursing therapies along side other planned therapies.”(77/) -
Programs preparing physician assistants are accredited through the Amerilan
Medical Association Council on Medical Educdation in collaboration with the
American Academy of Family Practice, the American Academy of Pediatrics, the
Adler ican College of Physiciane, the American Academy of|{ Physician Assistants,

nd the American Society of Internal Medicine. The expanded role nursing
programs are accredited by the Amer1can Medical ASSOClatlon and the National
League ,of Nur31ng ‘ -

L Al .

[ Just as economic factors and the relative scarcity of primary care services
caused a rapid expansion in the supply of physic¢ian extenders in the past,
these factors will determine the rate and exfent of their growth’in the future.
.Laws, customs, and a delineation of professional territory by groups and indi-
vidual practitioners will alsd serve to facilitate or constrain their growth,

* These determinants generally Sperate in the divigion of labor, and in clinical

.medicine they may determine the actual magnitude of task ‘delegation.

Physician Ascistants . - . _ ‘ o
. h '

Physician assistants and Medex are defined as those professionals who are

educated and trained to perform functions and tasks that have been tradition-

ally performed only by physicians.  More specifically, physician assistant und

Médex roles encompass the ability: (1) to elicit a comprehensive health

. history; (2) to .perform a comprehensive physical examination; (3) to perform

simple diagnostic laboratory determinations and to understand and use their
valuesy (4) to perform basic treatment procedures; and (5) to give appropriate
clinical responses to commonly enEbun&;Fed ememgency care situations. Although
effective supervision is required, it ®ay not be face-to-face in all cases.

There is great diversity among training programs with respect to entrafice
‘requirements, curriculum content, institutional setting and program title or
name . The more common titles are pbysician assistant, Medex, physician associ-
ate and clinical associate. Most training programs are of two years' duratiom.
. L
-o ] . -
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Currently, thérg are about 50 programs which have as their oquctlve the -
’ training of assistants to the prlmary care physician. Another two training

., programs:exist which train physician assistants for other specialties such as

the surgical 3351stdqﬂ,_the urological assistant and the orthopedic

) assisgtant. (78!) The majority of these programs receive support from the

. Federal Government and some programs recelve sibstantial State ajffor private

o foundation assistance. .

- ¢ - Y
Little has been documented about the geographical and special;y dlsd%}butlon ands
demographlc characteristicy of &he presently active physician assistahts.
Therefore, DHEW supported a survey on a sample of them. Preliminary wesults
showed that the respondgnts were predomifately male, with an average age of 30. 4
* . % About half'possessed,pnsp}gra ate degrees,.a third high-school diplomas only, . ., -
«" and very few possessed graduate degrees., Although PAs are ‘generally envisioned
"3 as aids €o the primary care phy31c1an one-fifth of the PAs and Medex _are
~ employed in non-primary care settings! (79!)

*

.

A

In", order to determline whether or not PAs wouldpbe used’ in replacement of'1nt@rns ¢
di% to the phasing out of the internship, the Catholic Hoepital Association per-
formed a survey on the utilization of PAs.in its- 672.member hospitals. The

*  resulgs of this suryey indicated that PAs were 1ndeed being used in h05p1tals
of all sizes and in all locations. However, the great mgfority.of PAs in these
"settings were employed by prlvate phy31c1ans and were logpx@d primarilyrin the
operatlng room. (80!) This .may be the resulf of the AMA resBriction on the . 1

‘‘direct hospital employment of thesen@hy51} an a331stants -

g

"

& Nurse Practitioners

»

. All formai?y'trained nurse pra anigs must have a RN degree. ‘There are a . -
R ing d}ffe&enm types of nurse practition-
e mldﬂiVés; maternity nurges, family, adult "and
Toners. WAs qf . January 1975, there were 131 programs of
»" Cate programs and -5 were masters programs. The len of
Y training'req ifed. in' cert1ﬁ1cate programs rarges from 3 to 15 months, wit he
. majority lasting about a y8ar. The length of tralnlng required for a masters f
o degree ranges from 9 ;o 26 months,” with the majority of the programs lasting
. about two years. Between 1970 and 19ﬁ5, these rograms gradugted about 3,800
* certified mirse practitipners and r&bouﬁ’#oo ster's degree nurse
. p;actltloners

" bow . *
. * Survey data on graduates‘frop these programs :eveal that over three fifths of
them are prov1d1ng primary care {75 percent of certificate practltloners and 46
J pevcedt of master.'s nurse practitioners.) Thirty-five percent-of thé survey
- respondenls are pediatric nurse ﬁract1t10ners, 26 percent are family nurse prac-
titioners, 22 percent are adult nurse’ practltxoners, wlth the remalnlng group
being nurae midwive , maternity nurses and psychiatric. nurses. Most of the
nurge practitioners rov1$ang primary care {63 percent) are in ambylatory .
practice settings. Other large groups are emplo_yed in nbohdspital, insti- . ?
PR ‘tutional and community settlngs (16 sand 10 percent reépectively). The sgme ’/7
~ survey data show that gearly all students are sfemale’ (98 percent), 90 pergent
“ are white, and about half are betwéen the ages»of 25 and 34. (81!) ¥

L]

’

o
NumeTous stdlea have focused on the actual and potent#hl role of the physician-.
extender vis—a-vis physician. These studies have looked at various types of
extenders in diversified types of practice settings demonstrating a variety of

. _ =Y
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results with mmmmna to ideal 4nd actval levels of vnoacnnwﬁwnw. The results of
thege stpdies are digplayed in Table 9. It should be noted that these studies
vary in their quality, and therefore,-.the results displayed are not equally
valid. L] . ' .

- - v
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GEQGRAPHIC DISTRIBUTION OF PHYSICIANS AND PHYSICIAN EXTENDERS
L) ¥

g - - .

There is mmmnmmwnmrn overl#® in the issues which relate to manpower supply and
distributiongby geographic areas. Increasing the supply of manpower will not .
_guarantee the amelioration of the geographic distributjon problems present in

the system, assuming that the present factors underiging geographic distribution
"remain the same. The degree of unequal geographi stribution varies among .
. spedialtmes and ‘reflects a variety of causes. Ty, teracting factors which
account; in part, for geographic distribution aregbopulation. density and commu~
.nity wéalth. Not surprisingly, physician distribfition -also parallels the dis-

tribution of hospital beds. - . . s
2 * ra

A pany specialists for expensive and sophistjcated equipment, institutional

vﬁmﬂvmnn.mmnﬁmnmm and ‘dependance. upon referrals for many of his/her patients. s
. Fhe mvmanPWmn al so requires -a large population base containing a sufficient
nugber of persons with categorical diseases who seek such specialty services.
The jexistence of a Hmnwﬂvoﬂcymwwon baseprovides for cost effectiveness while
maintaining proficiency®f the specialist. In general, the largest specialties,
with the exception of psychiatry, are better distributed than the smaller ’
secondary and tertiary level specialties which are cohcentrated in the more
. urban- referral centers. :o:mdwnm there are some urban areas in which shortages

of these latter specialists-do exist. . - * :

o~

| omwwnmv:wm area analyses of.physician distribution by specialty are usually .
< performed at onedof three levels: the State; Health fervice Area (HSA) or
county level. The needs, expectations and utilization patterns of particular
= vovcywnmonm.mmwM»amsownmv:mnmﬂﬂw. mmoﬂmm often cross State and county lines to
obtain wédicaWservices. As a result, the quantitative evenness of physician
ation ratios _js somewhat misleading gince the numerator Avrmmwnrmmmwmp v
denominators (pppulations) are not always related. .One method of corrbfing
for these problems is to use market areas as proposed by Leyes who amsosmnsﬁSdeA?w
. that/health senvice areas closely approximate economic trade areas.(82/)
Urfortunately, data at this level are not always available and/or accessible.
& further problem with the use of the physician to population’ ratio is the vasty
differences and variations in the types of services provided by physicians as
has been described. ? ' g . ¢

“ In the absence of a hetter analytical method ﬂwa market area specific data, the

. Ffollowing discussion focuses on State, county and HSA physician to population
ratios notwithstanding their inherent limitations. Distribution of specialists
by State can bg viewed from two aspects: first, by the proportion that the

Bpe y comprises of all patient care physicians” and second, by the popu-

lation ratio that exists for that specialty. In densely populated States,

specialists tend to be high in both counts, but the apposite holds true for
general practitioners who exhibit both higher physician to population ratios
and higher proportions: in sparsely populated States. The situation is still
different for other primary care physicians. :?mﬂmhvnwsmﬂw care™M.D.s tend to

- represent a higher proportion of patient nmnmmmwv.o in the sparsely populated
States, the ratio t¢ population still tends e low. Internists, pediatri-
cians and obstetricians all have ratios below the national ,average in these . .

»
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' C ' TABIE 9
P | 5 .
) . Esfimate Productivity Gain¥*
- Realized by H;rlng Mid-Level Health Pract1t1oners
. - 1, .‘
v HAIN TYPE 3 PERCENT INCREASE
SPECIALTY TYPE OF PRACTICE MID-LEVEL PRACTITIONER IN PATIENT VISITS®
‘ : PRESENTLY USED 7 ,
, .
’ \ " r
General and Solo _ or NP . 1/ 37 - 90 2/-
Family Practice Group or NP =+ 53 - 100 3/
. and Internal Instltutlon "PA or NP ﬁ/ 38 - 63 2/ -
' Medicine PA or NP 6/ 38'- 47 T/ :
Pediatrice Solo ' NP 8/ 33 - 100 9/
Group. , NP , 43 - 100 10/
. Institution i1 71 - 82 11/
- . HMO NP 47 12/
* . ' —
- Obstetrics and Solo - Nurse Midwife 43 - 75 13/
Gynecology Group . Nurse Midwife 61 - 98-14/
. Institution . _ Murse Midwife 15/ 23 ~ 44 16/
HMO Nurse Midwife 23 - 44.17/18/
] * b - —
* As measured by percent increase in number of patTemt—visits per week
realized after hzrzng one mid-level practitioner. .
f‘ 1/ Nelson, E.C., et al.,"'Impath of Physician's Assistants on Patient Visits

: iAmbulatory Care Practices,” Annals of Internal Medicine 82, ¢
; P. ;608, 1975.
|"h B
. 2/ .3&%1n D. L , Georgewown Un1ver51ty, Department of Community Medicine and
?nternatlonal Health 1976.

3/ Relﬁhardt U.E. and Yett, D.E., “Phy31c1an Product1ve\iynctlons Under
Varying Practice Arrangements', Community Profile Survey Data, Technical
Paper No. 11, January 1971.

v 4/ Schulman, J. and Wood C., "Experience of -a Nurse Practitioner in a
General Medical Clinic", JAMA 219, p. 1953, March 1972.

5/ Scheffler, R.M., "The Productivity of ‘Physiciah Aseistants: ‘Empirital
Estimates', Presented at the Western Economic Association Meeting, June
. . 1976. . .
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T . Preliminary Report"”: Journdl of< Medical Education, 42, March 1967. -

14/

15/

16/
1

18/

_ Steinwachs, D:M.,
_ Preparéd Group Practices", Medical.Care, 14, p. 95, February 1976.

at

_ TABLE 9 (con't) . '
h ‘ ) * ar ’ ) ’ < . . ! .
et al., "The Role of New Health PqéctLtLOners i .

Rec@rd, Jane Cg, "Cost Effectiveness gf Physician’s Assistants, Kaiser
ation Health Services Research Center", HRA NO1-MB-¥4173, Final

Report, Noveepér 1975. . x .

Chancy, E., and Ki;zman, H.K., "The Child Health Nurse '(Pediatric Nufse i
Practitioner in Private Practice) A Controlled Trisl", NEJM, 285,

_December, 1971. ‘ J.on e 4

. a . ' ; e L,
Bergman, A.B., et al., "Performance Analyses in Pediatric Practice: e

Reinhardt, U.E. and Yett, D.E.,:"Physician -Rroductive Funétiohs"._‘

Silver, H.K., and Hecker, J.A., "The Pediatric Nurse Practitioners and
the Child Health EssocTate, New Types of Heaith Professionals", Journal
of Medical Education, 45, March 1970. - ’ ) -,

Kehrer, M. and Zeretsky, H.W.; "A Preliminary Analysis of the ' '

Productivity of Allied Health Pepéodner ip-Primarﬁ Medical Prggzice";
Vol. 1, Center for Health Services Regearchi & Development, AMA, June 1972.

»
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o
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areas. Thus, it is the high proportion wf general p;ﬁctrt1oners that causes :
the aggregate proportion of primary care M.D.s to be igher in rural areas.

Geographic distributior is ;more even for family practitioners. (831) Survey
data on family pract1t1oners show that about a third indicate a preferende for
pr%ct1ce in small commuities and in non-SMSA counties. Therefore, if fam11y
ey practice continues to grow at 1l:s present rate, its ,dlstnbutlon may become
similaz to that of general practice. At present, amnnual additions of family

practitioners are legs than 'losses of genmeral practitioners.

.Unde®standing statisfﬁcs on the unequal geographic distribution is compounded -
-~ . further by fhe inclusion of interns and residents in the population ratios eand
Jpropqrtlon Although they are prov1ders of patient care, they akso function
in trainjfg cgpacities and therefore may not be considered Birectlyszequivalent
to fullstime physictans. If interns and residents are Subtracted from State
numbers of specialists, the ranking of specialist manpower among ‘States will

« . not change 51g§;i;:antly, but the degree of variation among States will be

F

redqped somewh Urban States, having the larger number of traiming centers,
* imterns, and residents, would have their BEeC1al1st wanpower reduced thereby
~y harroWing thQ "difference between them and the rural States.

+

. There are several other possible explanations)for the wide variations in physi-
ci'an‘population’ratios among the States. Firpt, the mortality raee may be
gignficdntly diffepent among States, althougll, this explanation can be refuted *
by thie example.of Utah and Nevada. Nevada has significantly higher mortality
Tates than Utah despite the fact that its physician to population ratio and
hospital bed to population ratio are similar to those of Utah.(84/) Second,

‘. some States may have'? surplus of specgallsts who provide services in other

. specialty aréas and/or are being underutilized. Historically, health manpower
ne30q;cés have acted as determinants of the amount of health services utilized.
For example, studies in Kansas, Vermont, and across Canadiaf Provinces show the
overall supply of surgeons and hospital beds strongly affect the incidence rates
for surgery. In Vermont;?x was demonstrated that areas having more surgeons
showed greater rates. of surgery than areas wWith a greater number of general

pract1t1onérs The reverse is also true for areas with a greater number of
' general pract1t10ners . Within the cohparatiéenstudy areas of these States, the
. methods of payment; insurance coverage, ahd the basic methods of pradtice orga-
- . nization were simildr, as wete the -sociodemographic chgracteristics of their
. popdlat1ons (85/) state d18tr1but1dns .of gpecialists are displayed in Table 10.

Phy31C1an d1str1but1ons are also vleued at the county level. As Table 11
indicates, the proportion of non- Fgderal M.D.s in 1976, in metropolitan counties
_was more than six times that |in noﬁmétropoiitan gounties, as compared with 1963,
when it was almoat four times ss high. Similarly, while the physician per
100,000- populat1on ratio for all counties 'ha's in¢rdased from 120.3 4n 1963, to
137.4 in 1976 the ratio has 1ﬂcte§3ed in .non-metropolitan counties from 73.8
to 74.4. leewrse, the porportion of M.D.¢ in nohmetropalitan counties
' compared to metropolitan’ counties declined from g??? to 13.4 percent over the
same period of time. . S o > )
- . " r
. The disparity of the physician, supply between yrban and ryral counties is.
- further illustrated by tq fact -that in.1975, 87.1 percent of all non-Federal
phys1C1an§ were located Lthe Mation's 300 major-metrdpolitan countxes Within
wthésge areas there are far more doctors ip. the gpburbs and affluent urban areas
than in the inner city. On the other hand; there are 145 counties (most of
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General and Family Practice’

TABLE 10 -

Patient Care Physicians (Non-Federal)

+

Internal Medicine,

Pediatrics

1

S

Source:

o

Y

M.D.s

100, 000
U.S.A,

25.0

8.9

v

Office and Hospital Based

B

[

M.D.s M.D.s
100,000 100, 000
High States Medium States
N.Y. 23 Mimm. 32
-Mass . 20 N.J. 20
Md. 18 Ore. 28
Conn. 19 Penna. 25
Cal. 31 Wash. 31
Ave. T 22 Ave. 27
N.Y. 37 Minn.. 22
Mass. 34 N.J. 22
T Md. 27 Ore. 19
conn. 32 w Penna. 20
Cal. 24 Wash. 15
Ave. 31 Ave. 20
E
N.Y. 15 . Miaon. )
Mass. 12 N.J.
Md. 13 Ore. 6
. & Conn. 12 Penna. 7
Cal. ‘lg Wash. _l
Ave, 12 Ave. 7.

"

-

1976.

fo
= O

M.D.s
; 100,000 .
Low States:
$.D. 27
N.D. 27
Ala. 19
Alaska 21 |
Miss. 23
Ave. g?
s.D. 6
N.D. 8
' Wla. 11
Alaska 7
Miss. _§
Ave. 8
_8.D. 2’
N.D. 3
Ala. 6
Alaska 5
Miss. - 4
Ave. 4

Pbyszczan Manpower and Distribution, A Report of -the Coordrnatlng Counc11 of
Hedxcal Education, October 25,
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TABLE 10{a) )
. M.D.s M:D.s *M.D.s M.D.'s
100,000 . 100,000 100,000 <~ 100,000
Specialty ° U.5.4A. High States Medium States ~  Low States .
Obstetrics & Gynecology 9.5 N.Y. 14 Minn. 7 S.D. 3
A Mass. 10 ®.J. T, 10 N.D. b
" Md. 14 ___Brel~ 8 Ala. 7
Conn. 11 Penna. 9 Alaska 5
: = Cal. 11 Wagh. 9 Hisg. 6
Ave. . 12 Ave. 8 Ave. 5 ]
- - ! ' ) : - =
General Surgery - 14.2 N.Y. 20 Mian. 12 $.D. 1 ¢
e * . Mass. 18 N.J. 14 - N.D. 3
Md. 16 Ore. 13 ‘ Ala. 2
Conm. 17. Penna. 13 Alaska 4 o,
Cal. 14 Wash. 12 Miss. 10 .
. ) Ave. 17 Ave. 13 Ave. 9
Psychiatry 9.7 N.Y. 20 Minna. 5 S.D. 1
: Mass. 17 ®.J. 9 ®.D. 3
d. 15 Ore. 6 s Ala. !
' ’ onn. 15 Penna. 8 Alaska 4
( ' . cal. 13 Wash. 8 Miss. 3 -
- ' R Ave. = 16 Ave. 7 Ave. 3
Ophthaiiology ' ' ’ 4.9 ¥.Y. 6 Minn. 5 S.D. 2, ’
: Mass. 6 N.J. 5 , N.D.. 2 .
Md. 6 Ore. 6 Ala. 3
Conn, 6 Penna. 5 Alaska 1
Cal. 6 Wash. 5 Hiss. 3
N - ‘ N v - Ave, 6 Ave. 5 Ave. 2




Specialty
Orthopedic¢ Surgery

Urology ,

énesthesiology

-~

Patho logy

5.6"

4.4

TABLE 10(b)

M.D.s
100,000

High States

H.Dfs
100,000
Medium States

N.Y.
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Md.
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cal.

|~ o B e

Ave, -

L=a]

N.Y.
HMasgs .
Md.
Conn.
cal.

[t o 2 o B~

Loy

. Ave,

N.Y.
Hass .
Md.
Conn.
cal.

<o

Ave,

N.Y.
Mass .
Md.
Conn.
Cal.

wn

Ave,

-y
- ¥

.Ave.

{00~ O WO o

[ W W v

Minn.
N.J.
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M.D.s
100,000
Low States

5.D.
N.D.
Ala.
Alaska
Migs.

[t &~

Loy

" Ave.

5.D.
N.D.
Ala.
Alaska
. . Miss.

| = 0o

=2

Ave.

§.D.
‘N.D.
Ala.
Alaska
Migs.
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- TABLE 10(c)
. . M.D.g" M.D.s . M.D.s
) 100,000 100,000 100,000

Specialty U.S.A. High States Medium States
Radiology . ~ 5.1 N.Y. 8  Minn. A
. : Mass . 10 N.J. 4
Md. 6 Ore. 4
Conn. 8 Penna. 5
gal. 9  Wash. 4
) ) ' ¥ Ave. 8 Ave. 4
Surgical Specialties o333 N.Y. 43 Minn. 37
Mass, 39 N.J. 41
Md. 34 Oreé\ 44
. - Conn. 3%  Penna. 39
. . W v Cal. 38 Wash. 39
Ave . - 39 Ave. 40
Other Specialties ; 37.0 N.Y. 56 Minn. 32
- i Mass . 52 N.J. 34
Md. - 34 Ode. - 32
Conn. 48 Penna. 35
Cal? 45 Wash. 35
Ave. 49 Ave. 34

‘1';;
M.Des
100,000
‘Low States
S.D. 3
M.D. 6
Ala. :5
Alaska 3
Miss. 4
Ave. 4
5.D. 19
N.D. 20
Ala. 23
Alaska 19
Miss. 20
Ave. 20
5.D. i3
N.D. ‘18
Ala. 15
Alaska 14
Miss. lﬁ
. Ave. 15
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. TABLE 11
' Non-Federal Physicians (M.D.) froviding Patient Care
_in Metropolitan and Nonmetropélitan Areas 1963-76
: NumLer of Physicians i
All . 1/ 1/
Year Counties Metropolitan Nonmetropolitan
[ 0 r
1963..... ! 225;&2? ; 178,403 ‘47,02
1964. 232,067 184,298, 47,769
1965..... 239,482 189,211 . 48,271
1966, . 241,473 192,871 48,602
1967..... 267,256 200, 880 46,376
1968...2/ 236,458 192,242 44,216
s 1969..... 245,368, 200,247 45,121
1970..... 252,778 206,676 46,102
1971..... 261,335 217,187 44,148
1972..... 266,587 225,424 41,163
1973..... 270,412 | 231,529 38,883
1974. 276 ,070° 235,994 - 40,076 ’
1975..... 287,837 249,218 38,619
1976..... 294,730 255,102 39,628
I
M.D.s per 100,000 Population
all ]
Year Cobunties Metropolitan Nonmetropolitan
1963..... 120.3 144.2 73.8
1964, .... 122.0 146 .8 73.9
1965..... 123.2 148.7 73.6.
1966.. 123.7 148.9 76.1
1967. . 125.4 150.0 73.3
1968...2/ 118.7 141.6 69.7
1969..... J121.8 145.7 70.5
1970.. ... 124.2 148.7 71.5
1971..... 127.5 152.9 '70.1
1972..... 128.5 152.9 68.6 .
1973..... 129.1 15Q.9 69 .4
1974. 130.9 153.3 70.4
1975. . 134.8 156.9 \ 76.1
. 1976... 137.4 158.2 | 74.4
o . (; / ’




"LL6T-£961 ‘o03ea1Y
‘uoTIRINOESY [EIIpSN UedTIowy =Yl £q SN Y ut
' SURTOTSAYg Jo uoIINQTIISTQ uo s3ioday fenuuy  :sd21n0g

t LY
r

"BATIIEUT pue S3TITATIOR 18Yio, UT suetdislyd ur sagearour

Sutpuodsaziod y3tm aied Jusiaed ur

B Ul pa3fnsalr STYL e2131e1dads pue gTITAT SNOTIBA U3

juads sinoy jJo laqmnu 243 3921321 03 suetoisiyd BJuilyisseyo
30 poyzstt g3 peduPyd YWV 242 ‘@961 -ul SurTuuidsqg /T

" SYSHS
3p1SIN0 $13Y3g (1 pue §373unod ueztiedoilsm (eTIualed Ipniour
ga1unod uejxTodoizsmuou pue wotlerndod {961 30 §158q UO FYSHS

ut asoy) apnioutl saTjunod uelitodoridm ‘gs-s961 JI0d
- '$3TIUNGY [EINI-TWaE .m..:m Teana
pa3e]0ST pue s2TIuncd uevitiodoilsm o3 juadelpe 2soyly apnidur
sa13unod ueitjodoijedmou pue uoizeyndod 7gg] 3o SISEq UO SYSHS
Ul 2s50Uy) 2PNTOUT §2TJUN0Y uRITTOdOIPW ‘99-£96T Iod /T

: S t .
T : : - 7

q 7€l 9°98 0°001 IR TA 1
: 7 el _ 998 07001 RRRE T
Syl $°¢8 000t T RT3

791 9°68 ¢ 0001 BRI 13
. 761 948 \ 0’00t AT

. . 691 - ©1'€8 07001 S 773 SN
781 8’18 0' 00t T 0L6T
781 . 9'18 07001 L6961
£ 81 £ 18 0° 001 T 8961
8" 81 '18 07001 T L96T
10T 6° 6L 0001 Tt g96T
€' 07 L 6L . 07001 YL ttTrG96T
’ 9°07 9 6L ~ 07001 . T 961
6027 16t 0°00T - SRR LT3
ueiijodorzamion ue3TiodoilsK saTIUNG) ieax

11V JS
5'0"H MO Juadrlag .

(3,u02) 11 TIEVL

Aruitoxt provided by Eic:

“ERIC.




. them sparsel& populated) which have not active M.D.s. Furthermote, non-
metropolitan agreas have had higher proportions of older physicians than the
Nation as a whole.(86/)

[
-

In view of this unequal distribution, Congress, in the Emergency Medical
Services Systems act of 1973, P.L. 93-154, and again in the recently enacted

health manpower programs should focus on health manpower shortage areas. For 2
the purpose of implementing these programs, the Secretary of HEW must publish

and routinely update a list of areas 8o de31gnated Critical health manpower
shortage areas were designated in the past on the basis.of a physician {non-
Federal of fice based, primary care) to population ratio of 1:4,000 as a critical
- value below which’an area is designated as 'e—eritical health manpower shortage
area.(87/) Guidelines being developed now for shortage area dgsignation:will
include several variables in addition to physician-population .ratios.

Locational Patterns of Doctors of Osteopathy

. *

- N ~

The geographic distribution of physicians by specialty is, in part, also related
to the uneven national distribution of osteopathic physicians who, in some
States, represent a sizeable component of total physician manpower. 1In 1977,
B.0.5 were d1str1buted unevenly' among the Statqs pr1mat11y because until’
recehtly they were not allowed complete practice pr1V11eges in many States.

The largest number (2,760) was in Mich1gan with only seven in Alaska. . In over
twenty States there were less than 4.hundred os{eopathsc physicians and

students in 1977. The distribution of active D.0.s -among the States miy well
become-more uneven within the next few years because in mdny States high
proportions of these physicians are over 65. 'As # result of this uneven
distribution, the ratios, of aetive non-Federal osteopathic physicians per
civilian population rang&dfrom 0,1 per 10¢,000 in M1331331pp1 to 26 per 100,000 ~ .
in Michigdn with the {.S. average being 6 i per 100,000.(88) However, withi :
the States ih which D,Os are“qpncentrate they are relatively evenly ’ "
distributed among communities of d1ffer9nt ize. Similarly, the.specialty . p
distribution of active nod-Federal D.0, .8 also\ténds to be fa1r!y even among

comnuni ties of various sizes. (8%1) . L . o

' e N . oo . -

Locational Patterns of Foreign Medical Graduates

*
L

Foreign Medical Graduates gravitate towards the highly urban1zed centers of the
- country to a greater extent than U.S. medical graduates. Almost half of all
FMGs are located 4n only five States. Of the total active FMGs only 10 percent
practice ig non-metrgpol1tan dregs compared wijith 13 percent of U.S. med1cal
graduates. By the end of 1976, 20 percent of M'ﬁ 8 actively engaged in
pract1ce were fareign medical graduates, the proportion in urban' counties being
"twice that in ru?gﬂ counties. TIn SMSAs of greater than 5 million population,
over one-third o the M.D.s were foreign medical graduates'while the proportion
in smaller SMSAs more nearly reflects the overall proporfion of forelgn medical
graduates to bhe notal of phy31c1an popblat1on \
! ¢ F] ' - '
Thus, patterné d1scerg&d at the nat1ona1 level 1nd1cate that fofﬁ1gq med1ca1
graduatea are not.improving thé unequal geographic distribution 'of physici ans"
+However, if<Xh® geographic data are disaggregateéd o ‘the county level of
apalyeis, 'one can Bee B¥Zeable variations in the extent to which foreign
hmedical graduates locate in metropolitan areas. Iﬁ at least eight States,

. - . . 1

\'. - . -

R * a 65 %

health manpower legislation P.L. 94-484, has emphasized that federally supported 7 - \\\\




g

larger proportions .of foreign medical graduates are located in non-metropolitan
areas than in metropblitan areas. In most of these States this is true for

of fice-based as well as hospltal based FMGs in contrast to the urban-rural
distribution observed at the national level. At the same time, at least
one-half of these States haVe physician population ratios which rank among the
lowest in the country.(90/) Furthermore, a recent comparat1ve study of the
‘distribution of U.S. and foreign trained physicians in Maryland revealed
foreign trained physicians to be more evenly distributed than U.8. trained
physicians.(91/)

Quanfification of Geographic Distribution of Physicians

The National Health Planning and Resources Development Act of 1974 (P.L. 93-641)
designated Health Service Areas (HSAs) as the Nation's local health planning
~Boits. An analysis of the geographic distribution of primar’y care physicians
and surgeons was performed by the Division of Medicime, Bureau of Health
Manpower, with the HSA as the unit of analysis. The analysis aimed to show
both how each HSAs share of physicians compared with its share of the Nation's
population and how the local availability physicians varied natiogwide. In
developing this profile of physician distriBution, a methodology is presented
to calculate physician availability indices{§or each HSA “using two

proportions: the ratio of physicians availddle in each HSA to the Nation' s
total number.of physicians and the ratioc of the HSAs population to the Mation's
total population.

In previous analyses, the magnitude of uneven distributiom was quantified in one
of two ways: either by calculating a single pumber index of the degree of
unequal distribution throughout the Natiem or by examining the physician to pép-
uldtion ratios of the 3,200 U.$. counties. For example, the Gini Index is a
single number type indicator of the variationm in distribution of a given item
nationwide. It was developed as an index of national econmomic distribution.
Its strength lies in its ability to demonstrate ¢hange (as in income distribu-
-tion) over time, generally over several years, for a system like the economy
where it can be assumed that changes will be incremental and continuous. The

. Gihi Index, as adapted to measure variation in g_ograph1c d1str1but1on of phy-
sicians, aggregates the physician to population®ratios of the Nation's counties

"to a single number between 0 and 1.(92/) A Gini Index of 0 would represent
equal distribution or no maldistribufion while an index of 1 would occur if all
the Nation's physicians were found in a single county.
The primary shortcoming of the Gini Index in describing equality or imequality
of distribution is that, being just ome number, it does not comvey any
impression of the variation in distribution among the sub-areas of the country.
For instance, uniform maldistribution in many counties would produce the same
Gini Index as severe maldistribution in some counties and little or none jn
others. (93)

13
The other‘yay in which physician distribution has beén quantiified, by comparing
the physician to population ratios of the Nation's 3,200 gcoupties, is cumbersome
because- of the large numbers involved. In additiom, it hns one major drawback--
the county is not a meaningful unit for amalyzing the availability of health
,manpower because county boundaries ‘ﬁrely coincide with the boundaries of a rat-
ional health service area.(?&ﬁa Consequently, the population of a cgunty nor-
mally has access to either more or fewer physicians than Just the pool of

physicians practicing in that coqnty ' Except on rare occasions, it will be

q
3
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dif ficult for a county yhich has less than its share of health care resources to
mobilize its administrative structures to develop linkages to those organiza-.
tional units which can help in attracting the resources needed. .

In contragt, the HSAs have both the required administrative linkaées and the -
mandate to deal with the problem of physician distribution. This section
describes a wmethod of calculating and displaying the distribution of phygicians
by HSA across the Nation. This proposed methodology first calculates physician
availability indices for each of the Nation's 204 HSAs and then aggregates these
indices in a histogram to show the profile of the nationwide geographic distri-
bution of phyéicians. If this distributiopn is wide, thed it can be said that
maidistribution exists.

»

The availability index (I) for each HSA is a weighted average of the ratio’
between the-portion of the Nation's physicians in,ea;h of the HSAs counties and
portion of the Nation's population living in each of those counties. That is,
if the HSA has attracted a portion of the Nation's physicians equivalent to its
portion of the nation's population, its physician availability index would be
«1.0. In the exercise presented here, separate calculations were made for
primary care physicians and for surgeons (including obstetrics and gynecology).

. In Figuré 1, 1973 data are used\To show the distribution of I, the physician
availability .index for each HSA, along an interval scale from shortage to
1on of physicians. At that position in the figure where I = ], the

is' divided between those with-less than their-equivalent sghare
ation's physician ose with more. The dotted bars of the
interval{ shown at the base of those bars; the cross-hatched bars show
information for surgeons.. For example, 39 HSAs have the game or only
more than their equivalent share of the Nation's physicians. Thirty

HSAs hjve an availability index for surfeons of between .4 and .59; these }SAs
quch smaller portion of the Nation's surgeons than their portion of the -

-

For both primary care physicians and "surgeons, more than twic€ as many HSAs

*) (142 for primapy-care, 147 for surgeons) have less than their equivalént share
of provideq;/fﬁz;’:;zzé which have more than théir ¢quivalent share (61 for
primary care, 58 for sungeons). Also, more than six times as many HSAs are
faced with much less than their share of primary care physicians and Sur geons
(53 HSAs had availability indjges less than or equal to .53) than are faced
with much more than their shaf® (8 HSAs had indices gredter than or equal to
1.6). The availability index has a mean of .8, standard deviation of .34, and

ries between .47 and 2.69. .

his method of displaying the Nation's physician distribution meets the basic
needs for policymaking aimed at alleviating any maldistribution of physicians
in the U.S. The method provides a measure of the global problem, if one
exists, and also shows enough detail of the variation amofig subsections Y the
country to help health resource planners identify important loci of the problem.

However, a physician availability index deals only with the relative distribu-

‘tion” af the physicians svsilable and not with the adequacy of physician supply

or physician services in absolute terms. It is important to emphasize that this

view of the distribution problem considers only gross nombers of physicians and
populations, not the important issues of access to physicians, productivity of ,
physicians, or physician utilization. ' ___4‘::”
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Locational Pattermns of Physician Extenders} . - -
. In view of the uneven distribution of physicians, it is important to examine \
the dlstrfbutlon of phy31clan extenders in order to *assess how rhey contribute .
to the general distribution of hedlth manpower. Physician assistants and Medex
. are distributing themselves throughout the Gountry, with each of the 50 States v
p, having at least some in practicé. The greatest number.are concentrating in the

s larger States or in_States that have older and ge&l-establ1shed programs.
Nearly 80 percent of the physitian extender respondents to a survey conducted
in March 1975, indicated a practice location with a prlmary tare physician. 1Ip
fadg1t1on, these physician assistants to the pr1mary care physician tended to
locate in non-metropolitan counties with less ‘than 50,000 population”in propor-
tions far greater than the percent of the resident primary care physician
- populat1on of these counties. * . ’
Among the types of physician assistants, 54.9 percent of the Medex were locateds
outside the metropolltan SMSA as compared to 31.1 percent of the two-year
physician assistants. (95/96{]
Sufvey data on graduates. QP formal nurse practltloner training programs
rindicate tHhat like PAs, they are’ distributing themsgelves iﬁ areas currently
undersuppl1ed with phyﬁltxans About one-third of the nu¥e practitioners are
employed in inner city areaggand another 20 percent in other urban areas; 156
¢percent in rural areas and only 10 percent in-suburban areas. In addition, -
they appear to be evenly distributed thnoughout~the regions of the country. (9?!)
N . €/
Thus, physician extenders appear to be locating im areas currertly undersupplied
with physician manpower and, despite their small number, are servipg to
ameliorate the unequal geographic distribution of health services. It is not
. ceérta¥n that these distribution patterns will prevail 'in the future. .
L] - '

Determinants of Career anﬂ_ﬁeographic'ﬁﬁoices * . ‘ g

In view of the disparities exhibited in phykician distribution, as described in
. this paper, it is interesting to look at f ctors which may have pred1sposed
. physicians to. choose particular specialties.and to practice in specific
: geographic Lﬁcat1ona Significant numbers“6f studies have been conducted which
havé focused on these factors. The objectives of such research have been To.
develop admisgiong criteria and supportive curricula to increase the likelihood
that students would be more dlsposed to make specialty and geographic choices
in shortage areas. Presently, medxcal students are a remarkably homogeneous -
. g 8TOUP of high achievers with &i intellpctual and social outlooks.(ggf)
- Thus, they are more likely to inue the existing patterns of physician
specialty and géographic choice. * -

-

* My
v anlr -~

The predictive factors gleaned from the determinants or research efforts om , .
career and geographic choice, although not definitive, are related to socio-
.demographic, medical school env1ronment psychological and community variables.

For example, medical students who appear predisposed to general practice -are
characteriged sociodemographically as: (!) those who are relatively dlder and

‘have larger families; (2) thoge whose fathers hrave lower status occupatiopns;

(3) those who receive lowet scores on their Medical College Admissions Test;

(4) those who have lower income expectations; apd (5) thoge who come from

©, 5 smaller s1zed communltles (99/100/) It must be noted that.while such students

may be of "average" academic abality, SU%P comparisons are beipg made within a
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highly selective academic environment, and those students chogsing general
practice are high performers in clinical rotations. :

eseargh findings suggest that the following institutional variables impact on
he student's selection of primary care: (1) faculty composition and presence
£ role models; (2) the nature of the curricylum; and (3) the nature of the
research emphasized by the school.(101/102/) However, additional research is
needed to determine how both the attributes of today's students apd their
educational experiences interact to determifte specialty preﬁerencef.
Considerable research has been conducted to determiné which factors afﬁect”f.‘ "
students' locational.choices. Yet, little is certain because of the conceptual
and methodologicdl limits of such research. Ne{ertheless, it appears that o
community of origin and medical specialty selected are significant predictors
‘of probable geographic location.(103/) The research suggests that plyywdcians™.
who select small towns for general practice value their life styles to a
greater extent than professional rewards. Op the other hdnd, many physicians

who choose to practice in ansurbhn area appear to choose specialties which N

stimulation from the presence of co . This is an nversimplification”bf
eir determinants A separate

8

autumn, 1977¢

. o ] . l . .
MEDICAL SPECIALIST SUPPLY PROJECTIONS : . ;

Having discussed the available deta sources and their limitations and the
current characteristics of medical BpeC1alists and physidian extenders; i} is
important to gook at the likely future supply of physician and phy31c1an.
éxtender manpower. In an ongoing effort the Bureau of Health Manpower's
Manpower Analysis Branch (HAB) evaluates the future supply of health manpower,
in the various occupations. As part of this effort, preliminary M.D.

-

specialist’ supply- projections to 1990 ar¢ available. (104/) ..

+

-

These PrOJections are derived esgentially from two distinct estimation’
matrices, using the 1974 active supply of M.D.s by specialty as the starting

# point (see Table 12).§ The first matrix produces a "bagic" projection of

year-by-year future M.D. graduates and separations “from the active workforce b
country of. médicgl educ¢ation. The second matrix distributes the’ future
graduates and Q$Zarations by speC1alty, disaggregated by cpuntry of medical

. education. "Highl_and "low” estimates of aggregate physician supply have also

been developed but are not included here. Comparable projections eon L, ot
osteopethic phy51c1ans have not yet been developed bf8 should be availdble
shortly . p 5

A ' L ' . 4

“The first matrix projects graduates and foreign additions utilizxng estimates

of first-year enrollments, student attrition,  other ‘medical school- related o

trends, and a model of Foreign and Canadian Medicil Graduate (FMG /CHG ) '

imnigration. The second batrix diétrrbutes the.graduates among.medical

specialties through projections of *first- -pear residency trends, and distributes

deaths and, retirements of active practitioners among the specialties b

praportionate to the supply im each specialty as of 19?&. . -
' r

PrOJections of“the future spec1alty distribution of graduates based on trends

in filled first-year residencies entail certain assumptions. For example, the

» ' ") [}
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. TABLE |2 .
L] L -
” Method gf Estimation of Specialty Distribution for Active M.D.s
. . : by Country of Educarion: 1974 r
‘ . " g‘l - .
Active H.D. Country of Medical Educarion
Speciaity. AMA 3/ 4 Poreign - Canadian U.s
: . “Basic Mathod’ Y 4 ,
. number ~ percent  number  percépt o uumber .
. (17 (7) 3 (4) = (5° (6) — 01}
‘ Total active physicians............. . 330,266 368,961 5/ 70,941  100.0 7/ 5,645  109.0 7 ¢ 272,375
¥ . , A
PriflAry €T . .uvsvusecnernsrncresornns o 126,431 133,588 24,207 36.1 1,678  29.7 107,703 °
General Pragfice........ovvcviiveneson.. 53,997 [ 47,566 67 76,620 1.7 540 13.6 50,306
Pamily Dractice....oovvvvrvnunnnnvnnanm 5{"{" 9,487 1,649 - 128° - 7,10
', General. internal wedicine............... 752 ; 54,682 10,9038 15.5 -~ 649 11.5 43,035
. General PediaLTICE....vvvvrvarnrivnnansn 20,682. 71 4 21,853 4,940 1.0 261 4.6 16,662
. Other medical epecislties...........ovvvue, 17,48% 18,475 . ad,019 4.3 300 5.3 15,156
Dermatelogy......... . viiiiniinauan. 4,479 . b, ?i ] L Y7 9.6 78 1.4 4,211
(Pediarric allergy............oo il 429 89 [ 2 0.2 155
* Pediatric cardielogy......ovniinirnnnians ' 534 : 564 183 0.3 9 0.2 in
»Internal medicine subapecialties lf ..... 12,043 ' .42 ,725 2,303 4.2 204 3.6 19,218
Surgical specralties..............cvnnuiis 93,386 , 98,672 16,884 21.8 1,721 30.5 80,067
- general suUTgery.........! e 31,085 ,  32,B45 7,188 100§ . 484 8.6 25,173
b Reurological.surgery. ..........c vvennnne 2,859 3,021 Se0 07 92 1.6 2,429
i Obsterrics and gyoetology............... 20,987 22,175 4,312 61 371 6.6 17,492
b AOPHERALIDOLORY v v v v vvrvrvrrnnnrnnnsenans 10,741 11,349 1,008 1.4 221 3.9 10,120
1 Orthopedic suUTgery... ... vvvinnnnnnnnns 10,985 11,607 1,137 1.6 221 3.9 10,249 ¢
OtolarypgologY - v v o e, 5,588 5,904 815 *1.1 g28 2.3 43961
' Plastic suTgery........ s 2,088 2,206 312 0.4 &5 0.8 1,849
, - -Colon and rectal surgery,......... SR 662 699 ‘ 91 0.1 25 0.4 583
: Thoracic BUTGETY......ovrvrrvrnnrvnnnns . 1,925 2,034 473 0.7 33 0.6 1,528
R P S 6,466 6,832 1,048 1.5 101 1.8 5,683 .
' * e ; T L] .e
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- TABLE 12 (con't) Q .
¢ Active M.D.s - 3 Country of Medicai ‘Bducation .
Sgeciagtz - @ AMA 3/ MAB 4 Foreign Canadian h U.s. .
“ "Bagi¢ Hethod" &, 4
N number  percent  number  percent number . -
- [§3]) 2) T (3) (4} B (5 ° (a) (73
Other specialties......... U 92,964 28,226 26,831 37.8 1,946 4.5 69,449
Anesthesiology............oivvvininnnn, 12,484 . 13,191 4,825 6.8 272 4.8 . B,094 '
Reurology.. +..vvvnn Cerraer e s 3,839 4,056 923 1.3 til 2.0 3,022 '
Pathology..... ..o viiiiii i innn s 11,393 12,037 4,344 , B.1 225 4.5 7,638
Forensic PBthOlogy......ovv vvvven ov os 198 2089 59, 00 5 0.1 146 N .
N L R T L Y 23,302 T 24,621 ° -6,345 2.9 558 9.9 17,718 7
Child prychidEry.. o ovvirnrnrrrnnrrinns 2,411 2,547 . 562 0.8 10 i2 1,915 - -
Physical medicing and { L .
rehabilitation. .. oo v 1,610 ‘ 1,701 668 0.9 33 0.6 1,000
REELOLOZY . o v s eeeeerieennnnnnnsanns 11,600 12,256 2,017 . .4 2.8 151 3.4 10,048
Diagnostic TadiologY.........coevveinn.. 3,083 3,258 $92 - *°0.8 37 0.6 2,629
Therspeutic radiology........ e 1,070 1,131 329 0.5 20 04 ¢ 782
Miscellaneous 2/............... LI e 21,974 23,219 . 6,167 8.7 395 7.0 16,657 L
]
= . .
1/ Iacludes gabtroenterclogy, pulmonary dig‘éase, allergy, and cardiogag:ular disease, .- i - !
2/ Includes occupationsl medicine, general preventive medicing, aerospace medicine, pubii.c health, "othér", and unspecified. .
P - L . .
3/ AM.A. “professionally active” phyaiciins as of December 31, 1974. Physidian Distr;bghoa and Medical Licensure 1m the U.5., 1974, *
American Medical Agsociatiom, Chicago(. 1975. - . -
. ! rrom ) - — » '
af M.A.B. nunger of active M.D.s and the total number of FMGs from 'Table L. The number of active CHGs is 2.032: (toral active
phyaicians less the number of FMGs). - . R -
5/ H.AB. distribution by specialty developed by applymg AM.A. spectalty dxstnbutw’ﬂ percentages to M. A.B. activé total which i1ncludes I
18,695 phyaicians not classified by the A.M.A. . . .
- .
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. TARLE 12 (eon't)

. '
’

Y 6/ Thamber o-f family praositioners (9,487) - 5,&18 board certified ¥Ps as.of December 31fpl974 plus 2,459 FYRe in family practice in years
1972 thre 1974, .

1}/ Percenc distridbutious in cols. 4 and 6 gfo"a_\ﬂp&al Sehool Alumni, ‘1973, Col. 4 x 70,961 { col. 3 distribution. Col. & x 5,645 = col.
' . 5 di’trihution. Col. 7 = col. 2 = ¢co}7 3 - eol. 5. ) ‘

Sources: American Medical Assg

ation. Direqtory of Approved Intermships and Residencies, yearly editions 1972 chru 1974, Chicago.

o
) . Profijgs of Medical Practice, 1975. Chicago, 1976. o !
i . Physicisn Distribution wnd Licensure in the U.5., 1974, Chicago.lw?ﬁ.
Medical School ilq:mi. 1973. Aspen Systems Corporetion, Bockville, Maryland. '
The Association, 1973, ‘ N
Sourceiéw supply of Hedical Specialists -- Preliminary Projections to 1990/BHM/OPD/MAB 11/15/76, Report Mp. 77-27, Preliminary Drafe.,
. - s
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assumption is made that M.D.s who take training in a given speciflty will sub-
sequently practice im that specialty, and be recorded as doimg s¢ by the AMA in
their annual statistics on the numbers of active medical. specialilsts. Actually,
M.D.s do shift their specialty interests subsequent to their initial post-
graduate training, but little is known about these shifts and the \actual content
of the specialists' practice. Additionally, the graduate medical kducation

(GME) environment is in a fairly rapid state of flux. The "rotating",
"shifting"”, and "duplicative" training slots being contemplated in the new "PG1"
and "PG?2’' approach to graduate medical training will have unknown effects on

the future specialty distribution of graduate training slots. The ﬂad1v1dua1
M.D.'s ability to, d1rect the focus of his subsequent.Pract1ce may algo be
affected. : . i

Table 13 displays the preliminary "basic” 1990 projectionsof the supply of
active M.D.s by country of medical education as of 1975, 1980,-1985 and 1990.
These pro;ectlons include a preliminary analysis of the expected effects of
.' P.L. 94-484 in the projection period. The analysis indicated a substamtial
decline from previous years in FMG/tM& additions to the AMA pool, and a minor
increase in the rate of acceptance of transferees from foreign medical schools -
into U.S. medical schools. The 1974 base year physician totals differ from the
"professionally active" totals in AMA data. MAB estimates that a pumber of
“not classified" M.D.s, which the &AMA calls "imactive”, should actually be
. counted in the active totals judging from data on their age distribution:

of active M.D.s were made utilizing the following methodology:
uvates were estimated by projecting medical school first-year
enrollments the year 1986-87 and combining them with enrollment attrition
rates and threeJear program trends. The first-year enrpilment projections
were based on studiwes ‘of the effecg? of Federal capitation grants, construction
grants, new schools, and local and “State funding. Foreign and Canadian medical
graduates were projected using a cohort model of FMG and CMG immigration by type
of visa and preference category accompanied by a detailed amalysis of the
potential impact of current legislation affecting FMGs. Since estimation of
the anticipated effect of ‘the legislative changes involves significant
uncertainty, the results were <omputed in ranges, and the mid-range figure was
used in the "basic" projection. Mortality and retirfement losses were computed
by Tive-year age cohort on an annual basis, using age d1str1but1ons and
mortality and retirement rates from AMA data.

Projectird
Medical gr

Though a great deal of detailed amalysis went 1nto the estimates of the
components of the first matrix enumerated above, space¥does not permit a more
detailed summary here. ~ b

*  The projections indicate that while there were 349,000 active M.D.s in 1974,
there are expected to be 559,800 in 1999, with the active physiciam to POPUT &
lation ratio increasing from 164.8 per 100 qog populat1on in 1974 to 228 & .in
1999.

Table 14 displays the filled first-year residency distribution im 1974, by

< tountry of education, as reported by the AMA. Adjustments were made to this
“distribution te account for duplication in the AMA figures caused by some
phy31c1ans taking a first-year residency in a general area and subsequently
taking a.second "first-year" residency in a more specialized area. This

. ad justment was performed for internal medicine, ped1af}1cs general surgery,
psychiatry, and pathology. ' .
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, S ‘ TABLE 13" N
- ! ‘ ' v ) ., N
o . Supgl%of‘ active M.D.s by country of medicgl educatio®
’ ‘ usiqg basic methology: Actual 1974; Projected 1975~90
: ' ] — Year L
Category \ //ﬂ . 1974 1975 1980 1985 1990
Y .' § ‘ ' ' ! B J‘
E 4 Number of active’M,D.
. . . M . — - b

K11 active M.D.s............ . * 349,000 361,300 . 428,400 493,800 : 559,800
U.S. trained M.D.s.......... 272,400 281,600 336,200 . 399,800 462,900 |

" Canadian~trained M.D.s..«..« =~ 5,600 5,600 ' 6,100 6,200 6,400
Foreign ~trained M.D.s...... 70,900 ° %, 000 86,000 87,900 90,600

. .. . . . )
f. ) ’ ‘Rate per 100,000 population
. ‘ l . i .

All active M.D.8...ovvvon.... ‘ 166.8 £ 169.3 192.3 . "211.0 228.4
U.S, trgined M.D.s.......... 128.5 132.0 151.0 170.7 188.9
Canadian-trained M.D®s...... ' 2.6 2. 2.7 2.7 . 2.6
Foreign -trained M.D.s...... 33.5 34,7 38.6- 37.0

*»

37.5

Sources: 1974:

Ll

'1975l1990:

B

No. 635_for;JuJy'1, 1974, "

M.D.s; see text' for methodology amd assumptions.,
Population; U.S. Bufeau of the Census..
of the United States. 1975-2050.
Projectians. .

-

&

o B}
fu

reaueof the Census, Current Population Reports.

?rojectioqs of the Popuf#tion
Series F-25, ‘No. 601. Seri
-

I1



< \., . TABLE 14 3

r
) First-year residency distribution with subspecialty sdjustment: ,September I, 1974
-d . -

*

i

* T . -
‘ : Specialty ! AMA 3/ Adjustments Adjusted AMA
- USMGs /CHGs FMGs USHGs /CMGs FMGs USMGs / CHGs FMGs -
Humber Percent Humber Percent Number Humber Humber Percent+ MHumber Percent
R o : .
Total active physicians .... .. ... 13,618 100.0 5,216  10Q.Q 12,626 100.0 4,755 100.0
i
Primary care........ e e, 5,978 43.9 1,746 31.5 . 4,735 37.5 1,39 29.3
General PractiCe....... ... cvvivonn.n 23 0.2 139 2.7 23 0.2 139 2.9
Pamily practice....vvo vvuivvnrinsnran S 1,151 8.3 68 i.3 1,131 3.0 68 1.4
Internal medicane............ e e 3,591 26.4 962 18 & -1, 144 *-306 uf 2,447 19.4 656 13.8
f Pedialries . .oonniine vrneannen san as 1,233 9.t, . 577 11.1 - 99 - 46 5/ 1,134 9.0 531 11.2
Other medical specialries ..... x5 2.5 46 0.8 1,155 91 266 5 6
Dermatology..... ER e e e 244 1.8 16 03 248 2.0 16. 03
Pediatric allergy....... e . 46 0.3 13 0.2 46 Q4 13 03
Pedisetric cardiclogy....... L reaneeaas 41 6.3 17 03 41 0.3 17 0 4.
Internal medicine subspecialties 1/ - - - .- + 820 +220 6/ 820 6.5 220 [
1 Surglcal specialties.. .. ... .. 4,398 . 32.3 1,454 7.9 3,280 26 0 936 19.7
. General surgery....... ..... . ” T.803 13.2 836 15.G -i,118 -xle 7/ 683 5.4 318 6 7
) Heurological SUTBery....c..c.ovr covrrns 114 +0 8 15 0.3 114 0.9 'S 0.3
Obstetrics and gynecology........... o, M2 5.5 288 5.5 242 5.9 288 6.1
i Ophehalmology. .. vveiin it unas N, 468 3.5 36 0.7 . | 468 3.7 36 9.8
et Orthopedic surgery.......%..... Y Y 4.0 62 .2 ‘ 547 4.3 62 1.3
' DL01arynBOlORY . «vvvrvuriiusnanes sevnns o 1.7 43 0.8 - 227 1.8 43 0.9
Plastic surgery......... D 148 1.1 b 6.7 148 | 1.2 -1 0.8
Colon and rectal surgery.:...... AP . 0 0.1 10 0.2 20 0.2 10 Q0,2
Thoracic BUTBEIY.... .ovvivrrrnrrirraves . 97 0.7 50 1.0 a7 0.8 50 1.1
Urology...ovvovenns ' ................... 232 1.7 78 1.5 232 1.8 78 1.5
) . . .
. > .
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TABLE [4 (con't)

Caa 3/

Adjusted AMA

Ocifr specisltiee
Ane.sl:he’nology?h
Neurology,
Pathotogy?........
Forenaic pathology
Peaychiatry
Child psychistry....... % ... ..........
Physical medicine and

. rehabilitation..
Radiology
Diagnosti¢ radiology..
Therapeutic &d;ology .......... e )
Migscellaneous 2/........ N rereasaaniaes

WD

1/ lncludes gasl:roenl:erolog§ pulmonary diseace, cardiovascular disease, and allergy.
. ‘2! I}c‘l’/des ael.;o
'_j Pre—pubhcauqn' data Erod the Amevican.Medical Association.

-5/ Nine, peraent of 4,553 (3, 591 pl(as 962) Ts 410.
(410 plus 104075 306 ..-18 the resi1ffual.

5/

of.the 1973 FYR: :q pediafrics.

Twenty-five gercemt of 4,143 €4,533 minus 410) 15 1,04
For explananon of 9 percent and 25 Percent adJustments, see l:ext oi Tab 4

v
1974 FYRs in pédiatrec allergy and pediatric csrdmlogy (117) dwxded by’ 1973 FYRs

space medrcme, pubuc ‘health, geneval preventive medicine, occupatwnal med.cmw 'cher", and undpacified.

&pedla:ncs (1 ,699) 1s 6 9 percedl:, th

- USMGs/(MGs USMGs/CMGa FMCs
Hunb e yFercent Humb®r .Percent Hugber Number
4
2,907 8/ 1,970 7.8 - 3,4 2,159
367 348 6.7 3a7 348
272 109 2.1 109
397 410 7.9 - 386 399
t7 - 0.1 r? 7
952 %n .7 - 77t 496
189 ¢ 98 1.9 * 189 98
29 93 t.8 ‘29 0. 93 2.0
“a8 137 2.6 88" 0. 137 2.9
452 104 t.9 452 3 tol 2.1,
65 55 1.1 34 0. 55 1.2
5" - - AU 6. 316 6.7
*
-ﬂ':,. ‘

+

3,591 divided by 4,553 times 1,450
1 Soutce

a, propo:t 190 aubtractgd out
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) “ TABLE 14 (con't) .
. 6/ 1,040 figure frow foot@te #, .
'- -
L J
3/ 1974 FYRe (1,679) 1n shrgical subspecialties (excluding obstetrics/gynecology, and 'ophthalmology; divided by 1973
62 percent, the propor;zon aubtracted o'm;, &f the 1974 FYRs in general surgery
L h/’l‘hzs total jincludes Yiclear medicine (53 3%) and reuropathology (26-2%) aot reported separating 1n the lpating of other™apecialties
Al
9/ @974 FYRs (24) in forennc pathology divided by 1973 FYRs (898) in pathology 1s 2.7 percent,
¢ * pathology. ‘ . pe
) 10/ 1974 FYRe (287)‘1}1 ehild psychiatry divided by the 1973 FYRs (1,472) in psychiatry is 20 percent, the propertion subtracted our.pf the 1974 FYRs 1in
v paychjatry. . ' . . A
. » < . . ' -
11/ Por explanation, see Zextg -
= - B
+ ‘ - L.
. Source® Pre-publication and unpublished data fvom the American Medical Assogiation N .
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Table 13 displays the Woumnmosmimv of the specialty distribution ®f.the 1974 .
active supply to the s@scialty distribution of the 1974 adjusted first-year .
residencies. ) _ , . , . :

. . SR : DY R -

< . d , @ . . A

. . It should be noted at this point that active M.D¥5s in the various specialties -

. exhibst substantia}ly different age distributions. Although comprehensive data
on these specialty age distributions. are not currently available, the age dis-
tributjon of active general vﬂm*mnm_osowm has heen estimated. As a result, the
specialty projections which are presented here reflect-a distribution of losses

"due to death and retirement proportionate to the supply in-each specialty rather --
than. according to its own age distribution. Thus, the projections are biased_ .
in the direction of higher numbers of primary care "marker" specialties {general
practice, family.practice, primary pediatrics, and primary internal medicine). e

; General practitioners exhibit an average annual loss rate that i1s l.7 times- .o
eater than that for .all active M.D.s. The G.P. losses implied by the proj- .
. ctions owver the 1974-1990 period are 12,300 M.D.s, as compared with the 21,500
losges that wotld have resulted if active specialistage distributions had been -
available. The impact of these, losses to gegeral practice have been discussed
earlier in this: paper. (Estimates of gge-adjusted lossés for all specialties ) :
are not™eing refined and Bhould be available shortly.) -
- . - ’ 4
.ll;.iliffﬂmvym 16 displays an illustrative projecgion of active medical.specialists by
major spécialty group, based on holding the 1974 first-year residency distri-

. bution constant. In this projection, which is pregented only as an illustration
of \what would occur if no éhanges took place in the current distribution of . oo
‘fegidencies, the number'of primary care mvonwmwmmnm declings~ from 38.3 percent .

-. offall a¢tive M.D.s in 1974 to .37.4 percent in 1990. The surgical mvmnmwpnmm%
. allso show a decline, while thempther medical specialties; and “other" .specidl-
tiles.{AMA*defined). are projecte® to claim a'greater proportion of all aétive . ,

- Mfb.s. % - oL AT ’ - - )

. ¥ - L
. Fl . s

A% mentiongd rearlier, recent trends as well as antigipated changes in the nzm,a. A,
en mnozaosn.vmnnm&m major shifts in the future spéctalty distributions of L

. trgjning slots. Table 17 dfsplays an illustrative projection based on an ®yra~ A——

. poldtion of shifts in first-year residencies (PYR) for the years 1967-68 through -

. . 1973 umb\\e a relatively rigid statistical approach, each specialty was pro- .

. jected to no:nmscm.mnmawsamﬁm@cmy.Hmsomwn curvilinear, logistigh” or other recent - .

. pattern to,1980, at which point the distribution was held constant.to 1990. The - T
{ year 1980 was chosen as m:n.%msmu.oxwvaopmnmfo year because historical data 4

l\whmwo mﬁwmwmwwo.osawxmwa a six-yeaf perdod (in most.instances) and standard

wn

’o. . .
regression teciniques do not support extrgpolation beyond the number of . » /

< observations contaiped in the historical data on which the ownwmvamnmosm were
. based. : - o ’ -

R ~ - . \ - . »
%/f/ﬂ In contrast to the specialty projections described.earlier in- which the 1974
first-year nommnﬁmh -distribution was held constant through the vaMonnmdaﬁ 1
o J period, this more ropriate trend projection msnmnwnomMﬁ:wn the primary.
“marker" spetcialfid® are expected td claim an ever incredsing share of
supply.of active zwu.w climbipg froms 3§.3 percent in 1974 to 46.0 percenf in
990 (see Table 18). ‘In this trend projection, increase in the proportiatedf
rimary care manpower.vis-a-vis total physician manpower in large part reflects
recent oﬁmsmom in gpecialty preference of physicians entering #ﬂmacmﬂo.
tralining from non-primary care specialties to primary care specialties. This
lso related in part to w@p/mwmwnww.wnv~Wthoa ¢laims of ghortages in,

care and moamwmﬂnmcvvmwn of family practice. These trend projeations

-,
E
.
L3
.
.
»
FE
o
- -
WL
.
L
'i
L
s

ERIC

/“
‘e
,..--.n-i




r -
. " — v o m— e
' 1' W f *
w . st ' ’ . ¥ s . ' .
) o ) ) . ' -
- e - L] N
b . LT » . r ‘.! , . ’ *
J . . v ’
. M - " -3 . . . ’ - N et
X, ) : L . TABLE 15 .
) - ’ J . * . - /"‘\‘ N
- : R Percent Histribution of active physiczags {M.D.} and of first-vear treszde,qts, .
. ‘ by specialcy and countrf of graduation from medical school: ¢974~"
. , by op ? u Z\ grady dte: 1378
, Active physicians (M.D.) . First-year residents
P - 4 * M N . .
. — s . other U.8 and Other -
¢ + Specialty . U.S. sedical Clnadian . foreign . Canad:an foreign
. . , \ . Total graduates medical . medical- * Total madical medical
. ° - graduates ‘ graduates . ' graduates graduates
; - P2 ] * _ v — - - _ .
! ’ &ota[ detive physicrans..’....... . ,.348,961 2,375 ° " 5,645 ] *70,941 17,380, 12,628 &, 755,
' ercent of active physicians 100.9 ¢ 100.0 100.0 . 100 0 100 0 -100.0 -t 100.0
‘T Primary care........... oo 333( 39.5 29 7 3.1 35.3 37.5 293
Genéral practice............. KEREE . li‘ﬁ 6.8 ° 11.3 9.3 %, 09 G.2 2.9
Pamily practice..1... ..... e .7 2.3 ¢ . 2.3 7 3 . 6.9 9.6 1.6 °
Iaternel medioine.......o.ovvvenuns 15.7 15.8 13 15.5 * 15, 19.4 | - 13,8
Pediglracs...oumee e M uenns oonans 6.3, 6.1 4.6 7.0 $6 90 ¥ 11.2
- Other medical specialtias, . ‘5.3 5 6 o 53 * 4.3 } 8.2 L g.1 5.6
Bermatology.......... i A A 1.5 - 1.3 1.4 06 I.5 2 0.3
Pediatric allergy...........cocvts 0.1 0.1 s 0.2 - 0.1 . 0.3 . 0.3
\ . Pediatric cardiology...-...... el 0.2 0.1 ' 0.2. . 0.3 0.3 0.3 / 0.4
ot Internal wedigine aubspecsalries 1/ 3.6 3.8 3.6 3.2 50 6.5 4.6
© & Surgical specialries...... , L 28.3 ' 9.4 36°5 ' 21.8 oy T 26 077 T g6
) i General SUrgeTY.....oovvvrrrrreunans . 9.4 - 9.2. . +. 86 - 0.1 5.8 ENS 6.7
Heurologicll SuUTEErY...covvvv. ov... 0.9 1 0.9 16 . 0.7 0.7 0.9 0.3
Obstetrigy and gynecology.....:.... s B4 . b.4 6.6 6 i - 5.9 5 ¢ 6.0
. Ophrtha ORY cvvrenn R T 3.3, © 3.7 3.¢ !4 2.9 3. ~0.8
i Orthopedse gurgery........ R . 33 i.8 3.9- Y 16 3.5 . 4.3 1.3
Otolaryngelogy wvevevrrr ces . & LT 1.8 ’ 2.4 T 11 18 B Y- S T
Plastic surgdry............. e “ 0.6 ¢ L - ‘0.8 0.4 N 1.1 1.2 0.8
. " . Colonvand rectal sfrgery......... o 0.2 0.2 > 0.4 0.1 v 2 .02 V,_?‘z
A ‘Thor 8¢ic BUTgery.«oovrvr i iiroos ... b , 0.6 - 0.6 - o7 0.9 ] 0.8 . v0 -
f ijrololgy. .................. PO 2.0 - 2.1 N l.§ . . 15 }.8 ]18 *; R 1) .
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™ -t ) . [ . * . X ) . - ', '. oL * oot
. : R N . ¢ “ % .
- . : ’ N > uw - !
* . ’ ' L . . ¢ .
R ¥ . x . - . I.
' v - ’ [} ’ ' e ‘ - I
F ‘ * . ' v y _,‘ A
' . - ' N . . -, /
LAY N v Y . N v 3 " . ‘ * w !
' (9 e "
a, N “ N . . ! -7 * N ﬁ_'“ .
P * . . . M .
* ' N i ' . ; ‘ r . . * L [ 'J
] -\ - 84 T “ * ’ 8
. N B a ‘ 1
Q - .. .
“ r - . . »~
ERIC - © " - z
. , L. . e . ' .8 E




T

ERIC

B Al Toxt Provided by ERIC
. -

mi—

1
ol
<

i

— ¢ '
[ :,
N s ¢
TABLE 15 {con't?} V .
. 2 Y ° ’
Active physi¢ians (M.D J First~yedr residents
] ’ .
. . . LY - . Qrher US$ and Gther
Specralty ) L‘.-g. ngdical Canadaan * foreign - Canadian foreign
- Tors! graduates medical | medical Total- . medical medicai
' graduates gradustes . graduates grdduates
P . ¥ ya )
- - R

Other specialties .. . 28.1 25 5 - 34.5 37.8 32 3 *o2r 4 45.7
Anesthesislogy . AP 3.8 20 4.8 . 33 4.1 .9 T
"Huerolagy. Ce e P2 - 11 2.0 , 13 21 . 3& 23
Patholegy. ... .. 34 2! . - 4,3 61 45 i 8.4
Forensic pathology. el ¢.1 + 0.1 ol 0.1 o g1 0.1
Paychiatry., ... . .. 71 . 65 93 L B9 73 61 & 104
Child psychiatry. . 0.7 9.7 . 1.2 . 08 1.7 15 ' 221
Pnysical mediCine and * . '

* rehgbilatation 05 64 0.6 0.9 . o7 [/ 2.0
Radiology. ... . 15 K o3 A, 2.8 3.2 o7 2.9
‘hagnostic radzsiegy 0.9 10 0.6 - 08 112 346 21
JTherapeutie radiology’ 0.3 03 6.4, - - o3 G.7 05 1.2
Miscellaneous 2/. ...* e 6 7 6.1 7.9 87 57, p L6 7 6.7

S » oV,
1/ Inciudes gastroenterology, pulmonary disease, cardiovascular dl-?easé. and zllergy i ‘ .
. - - — - - . - . - - ta ——— i - - ——— o= ‘._,.. . e ———— R .
2/ Includes aerospace medacane, public health, general preventive medicine, ¢Ccupational med:.cme. "other”, and unspecified ,
. ‘ .
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. TABLE i6
’ ¥
Actice M.D.s by major specralty group’ -
Actuval 1974; Illuscrative Projections, 1975-199D

. . *
, - g - ’ o>
Specialty groupMe 1974 1975 1980 1985 109
Humber of active M.D.s
. ) . —
_)‘i‘ol:al ......... - 348,960 361,300 428,360 493,830 559,820
, - -
* pr 1mary care - e - & F 133,390 137,870 161,550 a135,360 209,190
, ! Other medical speciatlies .. 18,480 19,540 26,1490 33,010 40,030
- Surgical specialties .. . 98,670 101, 540 117,420 133,370 149,250
Dther specialties... e e e 95,230 102,250 123,260 / 142,100 v 161,360
L) » . .
v L4 v . _G &
: ' \ Percent distribution
L4 - - .
v Total . . Lo . 100.6 100 0 100 0 106 0 ‘ . 100.0
o .
PR —] Lt ‘ - . .t
P | .. . T
. Primary caPe.....o0vi ..., } 38.3 38.2 37.7 37.5 L34
Other medical specialtnies. ., . ... 5.3 5.4 6.1 6.7 1.2
Surgical specialtres.. 28.3 28 1 27.4 27 0 26 17
- .. Othet specralties,... . ...... . 28.1 28 3 28 8' 28.8 2828
. . . _ . N
- . 1 [ ™ ~ *
. Sources; 1974: se: tables 11 and l&g .
-, .1 1975-90. gee text for methodsiogy and assumptions
R Rotg Frgures may not add to toesls due to indepefident rounding * ‘
. . .
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H & -
> ] . » ¢ TABLE }7 4
- First-yesr residency percent distribution by country of medical education Unadjusted
, 4967, 1970, 1972 and 1974 -
— A
o Historical Tunadjusted; 1\ J
Specialty E\g 1967 : 1970 . 5 1972 1874 g
N ' VSHG I CHG FMG USHG/CMG FMG . L MEMGICMEG _ FHG.. . . USMG/CMG.. - FHG . e}
Total active physiclans. 8,680 4,101 0,199 4,357 11,317 5,456 131.618 3/ 5,216
. 106 0 100 0 100 0 100.0 < 1000 106 0 ) 1we6° 1600
Prumary care... C . h 18.6 3l 3 30.5 3.8 34 4 32.8 439 M 33150
. General practice. . . .. . T 1 4.1 G.5 21 . 03 I 02 7.7
Family practice.. - . v 1.2 03 3.9 10 53 1.3
lnternal medicine. . 20.0 t7 5 2 A 1§ 3 21 6 2.4 5 & 18 4
Pediatrics ..... . . §35- 1 97 72 16.1 34 G0 91 11,1
dther medical specralries 23 1 4 26 I 4 25 12 25 0.8
Dermatology.. ...... g 1.¢ 06, 19 03 . 18 04 18 03
Pediatric allergy . 02, gl 04 ¢4 04 0.3 ¢ 3 02
Pediatric cardiology - 22 07 0.3 07 g 3 95 03 03
Internal medicine subspecialties 1/ - - - - - - - .
. Surgical gpecialties 40 0 3.6 37.9 33 1 34 9 312 32 3 27 9
: General surgery . 18 9 15 7 - 1875 Is T 145 13 8 132 15.0 \\
Neurological surgery . . - . 1o 08 R 0.8 1.0 0.3 08 03
Obstetrics and gynecology. 5.8 71 53 2o, 57 6.8 5.5 55
Ophthalmology. . . . 4«3 , 0.8 4 3 0.6 318 Y 35 0.7
&  Orthopedic anrgery . . 42 16 4.7 i.2 42 0.9 . 4.0 12
M Otelaryngelogy. .. 22 05 20 06 I7? 0.8 17 - §.8
! Plast ¢ surgery. - 0.6 06 09 0.6 E Io .5 ; i }?l
‘ Colon and rectal surgery. (E3S) 02 0 02 00 A 01 02
Theracic surgery. 08 I.4 ' 08 14 . cs 10 07 l o
- Iralogy. . . . 21 1.9 2.3 18 22 13 . 1,7 1.5 -
Otheryspecialties . R R ; 29.1 32 6 9 2 33.8 8.0 34.7 A 21 3 7.8
Afesthesiology . c . . 4.9 &.1 33\ 80 7.9 \8 [ 2.7 67,
Mgurology. .. ... ... e e 2.0 I 6 2.1 1.7 24 19 20 1
* Pathology..... C e C e 3.9 91 3.2 9.6 \\ 3. 81 29 7.9
f ' - N
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. . y TABLE 17 {coun't) .
. A - M
\\ ] ] Historical {unadjusted) ] "
\ Specialry 1967 1970 \ 1972 , - 974 )
A USMG/CHG-  FHG USHMG/CMG MG USMG/CHG FMC . USHG /CHG FHG
. Forensic pathology............... - - 0.1 0.2 0.1 0.1 - 0.1 - 0t
. . Paychsatry....oof..en... 10.0 9.6 16.3 1.7 9.1 8.0 . 7.0 1.7
oL, \Child paychiatey). ... v onn. ¥ 1.5 0.6 1.3 1.0 1.6 1.2 1.4 1.9
Physical medicing and . .
' rehabilitation.}........ PN 0.6 1.4 0.3 1.5 0.4 1.5° e 0.2 4 1.3
. idrology........ s 7.1 3.6 7.3 38 1.5 1.5 0.7 2.6
, isgnostic radiol e - - 1.0 0.1 4.4 1.1. o 3.3 1.9
. erapeutic radiolbgy........... - - 0.3 02 0.5 0.% 0.5 . 1.1
o Miscellaneous 2/..}.....ccvcune, - - - . - - - . - i
—— : : . :
'y. Ingludes gastroentefology, pulmonary disease, cardigvascular disease, and allergy. ‘ . “
1/ Indludes gercepace hedicing, public health, general preventive medicine, occupational medicine, , ' :
, and unepecified. : '
, Y ,total includes lnuclear medicine (53-3%) and neuropatholegy (26-2%) not reported 1n the , .,
. lisding of speeialri o0 . -
. Table 13 ang, Directory of Approv(ed Iaternshipe and Residencies, AMA, Chicago. Yeariy editions. 5 : ’
- 4
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TABLE 17 (a)

Adjusted 1974; and prOJected (adJusted) 19?5 and 1980

. lf

+

gy

-

k.

.o ‘. Hlstor;cal AdJusted ~ “Projected (adjusted)
.‘ 1974 . 1975 1980
i USMG/CMG FMG™ USMG/CMG FMG USMG/CMG FMG
Total active physicians...... 12,626 4,735 NA  NA T NA NA
; , 100.6._180.0  100.0 100.0 100.0 100.0
Primary care,........%... pos e . 37.5° 29.3 - . 40.7 + 29.3 56.1  31.1
Geiferal practide.’............ 0.2 2.9 0.2 2.9 0. . 3.1
‘Family practice....r...... 9.0 1.4 10.7 1.6 19,4 2.6
Internal medicime. .. ......... 19.4 13.8 2005 - 13.7 © 25.9  14.6
Pediatrics..........ovviiuanan , 9.0 11.2 9.3 11.1 10.6 11.8
Other medical gpecialties.,..... 9.1 5.6 8.9 5.6 6.6 5.9
Dermatology ... - .. o.veueiunann 2.0 ‘0.3 1.9 0.3 1.4 0.3
Pediatric allergy...:......... 0:4° " 0.3 0.4 0.3 0.3 0.3
Pediatrie card1ology ...... o 0.3 0.4 0.3 04 . 0.2 0.4
Internal medicine subspeC1alt1es 1/ 6.5+ 4.6 - 6.3 4.6 4.7 4.9
Surgical specialties.,........ veon, 26,0 19.7 24.7 19.4 19.6 14.5
- General surgery....... ae ‘ete s 5.4 6.7 - 4.8 6.4 4.2 1.3
Neurological surgery..,........ 0.9 0.3 0.8 £.3 0.5 0.3
ObstEtrics and gyneéology...., 59 6.1 5.7 6.1 4.3 5.9
Ophthalmology.. e aaaa 3.7 0.8 3.6 0.8 2.9 0.8.
Orthopedic surgery PO v 4.3 1.3 4.2 1.3 7 3.1 l.4
" Otolaryngology....... Lodoiia 1.8 0.9. 1.7 0.9 1.4 1,0
' Plastic BUTEETY ..uuuvrnuinnnna 1.2 0.8 1.2 0.8 1.4 0.8
Colon and rectal BUTRETY...... 0.2 - 0.2 0.2 0.2 0.1 >0.2
Thoracic SUTEETE, .. ..uc.mu.- . 0.8. 1.1 0.8 1.0 0.6 1.1
Urology..... rh ........... ‘1.8 1.6 1.7 1.6 1.1 1.7
Other speC1a1t1es nam e e . 27.4 450 25.7 - 45.7  11.7 41.5
‘ Anesthes1ology.,.......:....:. . 2.9 7.3 .2.7 , 6.2 1.6 3.3
Neurology.......0..coiuiunn , 2.0 2.3 4 1.9 2.3 1.4 2.4
. Pathology..:...... i diiaaiaanes 3.1 8.6 . 3.0 .83, 2.3 8.9 °
"+. -Porgnsic pathology............ . 0.1 0.1+ 0.1+ 0.1 0.1 0.1
Peychialry....o...... -l . 6.1 106.4 ., 5.6 1.3 3.1 13.5
A£hild péychiatr,y..n ....... 1.5 2.1, L5 2.1 1.1 ‘'z2.2°
i*Physical fedicine and * e ‘g " .
- rehabilitation....v.e......... 0.2 2.q'-, 0.2 2.1 . 0.1 2.4
Rad:l.ology...f!..;.....; R 0.7 2.9 ‘0.2 2,7 - 0.0 =1.6 °
Dlagnost1o radiology...... 3.6 2.1 3.5 2.6 1.6 3.5
: Therapeutic radiology.. ...Z.. 0.5 1.2, 0.5) 1.4 0.4 " 2.5.
“iMiscellaneous 2/..., .5 . .icuas . 6.7 , 6.7 6.5 . 6.6 5.0 -7.1

Includes gastrqgnterology, puImonary dzsease, card1ovascular disease,
"dnd alléx -

2# lncludeg aeraspace meditine, pub ic health, general prevent1ve med1C1ne
oqcupat1pﬁal med1C1ne, “other“, and unspeC1f1ed

N

.y W

/ Source Table 13 and D1rectory of Approved Internsh1ps and Re31denC1es,
) AHA Ch1cago Yearly editions. '
) " N . - P
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TABLE 18 - - -

Actice M.D.s by ujor-speéialty group:

. ) © " Actual 197; projected (Trend) 1975~1990
- - Y N
- T I . .
Specialty group - 1974 1975 1980 1985 1990
: = - wr - - IL -
, > I "Mumber of scrive M.D.s
. . e - . "
Total...ovvrinnns crarsaran ! ﬁﬁajﬁo : 361.300 428,360 T 493,830 559,820
- . : L ‘}‘.\ ' . .
. .. , . ", . . .
Primary care....... : 133,590 138,280 176,440 216,760 - 257,730
Other medical specialties...., . P SRS £ 191 19,600 24,240 28,880 33,610 1
Surgical specislries......... - . . . 98,670 T 101,370 111,610 + 121,640 131,300
Ocher apecialties....... . o . 98,230 152, 050 116,096 - 126,570 137,190 « - |
: N S ) : . !
o N . Perceat distribution -
w X . *
Y7} P 7T 10000 . foo.0 100.0, 106.0 1 1000
L) v . 3 . L
' ' ’ " - - -
PLIBATY €AT&..orvreerrrrannns ’ ) . 38.3 *38.3 41.2 43.9 46.0,
Other medical specialties..,. , 5.3 - 5.4 5.7 5.8 . 6.0
Surgical specialties......... : . . L 28,3 28.1 26.1 o266 23.5
. Orher apecialties..... Ceeneag : & v 28.1 8.2t 27.1 . 25,6 24.5
3 - -
Sources: 1974: see taialeo 11 and 14 . e T -
K75-90: see text ‘for methodology and ssawmptiome,
Hote: Figures may not add to totals to ipdependent roumding. | - - T
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also indicate that "other medical speciaﬁties“ will' increase from 5.3 percent
in< 1974 to 6.0 percent in 1990, and that the surgical specialties and "other" !
specia]tes will ®"show 1’clides (see Table 19).

It seems evident that the historical deciine in the number of primary care I
specialists, which continues to be reflected in AMA data, will probably reversd
_itself In the near future and the proportion should begin to climb. On the |
other hard, 1t cannot be ‘stated authoritatively that brimqu care SP%Fialists
will-comprise 46 percent of all active M.D.s in 1990 (or 50 percent If obstet- |
‘rics and gynecology is included). It has not been demonstrated that the GME )
envirorment, which is primarily a hospital environment, can or will agcommodate}“
. the increases in the primary care training siots necessitated by such a change

in residency composition. For example, these,projections ?ﬁply that 56.1 per-
cent of the 18,350 U.S. and Canadian first-year residents "in 1990 wbuld be in
primary care, as well as 32.1 percent of the 540 FMG residents, for astotal of
10,470 positions. This is compared with the total 7,724 positions they occupied
in 1974, Moreover, the inability to project losses according to specialty~ .
specific age distributions results in a bias towards higher primary care |
projections, .
The basic specialty projectibn and theé illustrative projection show that in
relation to population, primary care services as measured by the "marker' spe-
5 cialtyhﬁppply will likely increase. The constant first-year residency illustra-.
tion sHOWws that the primary c¢are M.D. to population ratidq might be expected to
increase from 63 per 100,000 in 1974 to 85 per 100,000 in~4990. tThe trend '
projection shows a greater increase, to 105 per 100,000 in the' target year. In
this latter trend projection, because of the magnitude of the aggregate supply
projec’tion, even the general sdrgebﬁs exhibit a moderately constant physician
to population ratio, falling only slightly from_I5.5 per 100,000 in 1974 to
14.8 by 1990. 1In contrast, their numbers fall from9.4 percent of all M.D.s in
1974 to 6.5 percent in 1990, ' )

o

As a final note, 'basic" projections of active D.O.s {now in development) show
.a rise from 13,551%as of December 31, 1974, to 14,100 in 1975, 17,700 in 1980,
23,300 in 1985, and 29,800 in 1990, While an estimated 45.1 percent of the
D.0.s were in primary care in 1974 {see Table 2), trend projections of the .
future D.O. specialty distribution are not available from the Manpower Analygsis
Branch at this time. N
PROJECTIONS OF THE SUPPLY OF PHYSICIAN ASSISTANTS AND

NURSE PRACTITIONERS THROUGH 1990 '

The 1975 supply e¢stimates for certificate and Masters nurse practitioners,
physician assistants and Medex which include only those formally trained, were
used as a base for the following projections. Similarly, the estimates for
futute entrants through 1990 consider only those in approved progfars. ~Supply
- estimates for nurse practitioners were based upon data obtained by the State . _ -
- University of New York at Buffalo which included information on the number and
« ‘types of nurse practitioner gtudents and graduates between 1970 and 1975.
" Since essentially no formal training programs for nurse practitioners existed
« + ' _priot to this time these data should cover all active, formally trained nurse
. -practitioners. Data on approved physician assistant training programs were
. provided by the ‘AMA. Several considerations which have not been incorportated
fnto the projection methodology due to lack of quantifiable measurements, are:
A the effect of changes in the rejmbursement procedures; the effect Of task

R *
f
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) ’ TABLE 19
T Supply of active M.D.s by specialty: -
. : actual 19?4 projected (Trend) 1975-1990
T .t : . . "¢ Fou
Specialty A . Number
i 1974 11975 11980 ” 1985 1990
Tot'al active physicians.... 348,960 361,300 428,360 493,830 559,820
L3 ' R . .
Primary Carg......... . c... 133,590 138,280 176,460 216,760 257,730
General practice........ core 47,570 47,120, 46,470 40,940 36,890
Family practice............. 9,490 ~ 10,810 25,210 41,620 58,5370
Internal medicine........... - 54,680 57,160 75,230 94,400 113,950
Pediatrics...... e T 21;850 23,200 31,550 39,810 48,330
* Other medical specxalcxes .. 18,480 19,600 24,240 28,880 . 33,610 °
*  Dermatoloky’. et 4,730 4,930 5,710 6,570 7,420
Pediatric allergy..,' ........ ' 450 - 510 760 1,000 1,260
Pediatric cardivlogy........ 560 610° 790 940 1,140
Internal medicine sub-’ ‘ . C . _ '
speca_flt:_es lf ........... 12,730 13,550 16,990 20,380 ‘23,840
Surgical spec1alt1esﬁ ......... . 98,670 101,370 111,616, 121,650 131,300
General, surgery....... PP . 32,850 33,300 , 34,400 35,480 36,300
Neurologlcal SUrgery...... .0 3,020 3,100 - 3,320 3,530 3,720
Obstetrjics and gynecology... .22,180 22,870 25,510 27,850 _ 30,130
Ophthalmology....s,v...... oL, 11,350 11,700 13,230 14,900 16,530
‘Orthopeédic surgery....... “.. 11,810 . 12,050 13,810 15,670 17,500
Otolaryngology........ Ve 5,900 6,090 6,890 7,700 8,500
Plasti¢ SUrgery..,..:....... 2,210, 2,370 3,400 4,500 5,620
Colon and rectal surgery...® - %ﬂb 730 780 830 870
Thoracic surgery............ 2,030 . 2,150 2,640 3,070 3,510
Urology......... R 6,830 7,030 7,650 8,170 8,660
Other specxalfxes'i ..... c.i.v. 98,230 102,050 116,090 126,570 . 137,190
Anesthesxoiogy ............. " 13,190 13,610 14,630 14,960 15,430
+. Neurology:.... e, v 4,060 4,340 5,490 6,540 7,620
Pathology.Y..c....... g eany 12,060 12,590 14,900 16,490 18,160
Forensic pathology..... e L+ 210 . 220 0 300 380 460
Peychiatry.,......... fwio v 26,6200 0 25,470 28,2300 29,780 31,360
Child psychaatry.: .......... v " ""2,550 2 790 3,790 4,690 5,620
Physical m@d1c1ne and vee , .
rehabilitdtion........... 1,700 1,790 2,212 ', 2,220 2,350
Radiology,v..vveuvuunn.. eeo. 12,260 . 12,240 11,640 10,740 9,710
. Diagnostic radiology.....:.7 « 3,260 3,770 6,060 % 8,290 10,630
- Therapeutic radlology Leeras ,ﬁ 1,130° 1,240 1,850 | 2,270 2,730
Miscellaneous 2/...... eoeed 23,220 26,020 27,300 | 30,240 33,160

LY

1/ 1Includes allergy, carﬁxov&scﬁlar dxsease, gastroenterology, and pulmonary

diseases. v
2! Includes aerospace medlcrnef general
med1c1ﬁe, pub}1c health, unsgﬂg1fled,

*
’

Sources:- 1974 séb,Table IJ,.
. ’ . """" a +
Hote:
o LTl roundxng..
.. \' ~ ) * >~ -,
L1 L] .
, AT, .
v . £ 4y “ 5
’ . . v ¥
¥ P} L ta I ’
g . v ::-:.‘t L] . . ’ -
& ";‘ - . -

preventive medicine, occupat1¢na1
and "other specialties".

b o
Figures hay not add to 8u totals and totals due to 1ndepend%nt
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D AR . . TABLE 19 (a)
- Supply ofd;ct1ve M.D.s by specialty: s
, . ~ astual 1974; pro;ected (Trend) 197 5- 1990 '
Specialty. T e Number
y : L T
2/(// . : 1974 1975 1980 1985 1990 .-
. ' tA -
' ,!To::al active physiciams.... 100.0 , 100.0 100.0 100.0 100.0
Primary Care......... e 36:3 38.3 41.2 43.9° 46.0
. Genersl practice............ 13.6 13.0 18.4 8.3 6.6
1 * Family practicé............ ‘ 2.7 3.0 6.9 8.4 10.5°
! Internal medicine.)....... ‘.. 15.7 . 15.8 17.6 19.1 . 20.4
\ ¢ Peditric...eeoneeinn.... s© 6.3 6.4 7.4, 8.1 - 8.6
Other medical specialties..... 5.3 5.4 5.7 5.8 6.0
. Dermstology........ovvuuns-- ; 1.4 1.4 1.3 123 » 1.3
. Pediatric allergy........... 0.1 0.1 0.2 6.2 - 0.2
Pediatric cardiology........ - 0.2 0.2, . 02 0.2 0.2
N Internal medicine sub- ‘ , : '
. specialties 1/............ - 3.6 3.8 4.0 4.1 4.3
Surgical specialties.......... 28.3 28.1 26.1 24.6 * 23.5
" General BUrgeIrY............. © 9.4 9.2 g.0 7.2 6.5
WMNeurological surgery........ 0.9 0.9 . 0.8 . 0.7 0.7
Obstetrice and gynecology... 6.4 6.3 6.0 5.8 5.4
Ophthalmolégy.............. . 3.3 3:2 3.1 3.0 3.0
‘ Orthopedic surgery.......... 3.3 3.3 3.2 3.2 3.1
Otolaryngology............ .. 1.7 - 1.7 1.6 1.6 1.5
Plastic surgery............. - 0.6 0.7 0.8 0.9 1.0
. Golion and rectal surgery...- 0.2 0.2 0.2, 7 0.2 0.2
L Thotacic surgery........ - 0.6 0.6 0.6 0.6 0.6
i ) roiogy.. ................... 2.0 1.9 1.8 1.7 1.5°
Otker specialtifs............. 28.1 28.2 27.1 25.6 24.5 °
negthesiology.............. 3.8 3%, 3.4 3.0 2.8
NeurPlogy .« v vvvvvunnncnnn. , 1.2 ° 1.2 1.3 7, 1.3 1.4
\ PathPlogy (vovvvivenennnnnnnn 3.4 , 8.5 3.5 3.3 3.2
Forensic ;:}chology ......... . 0.1 0.1 0.1, ‘0.1 S 0.1
© PeYCRistry. ... .iiiiii .. 7.1 7.0 6.3 6.0 " 5.6
Child peychiatry........... - 0.7 0.8 0. 0.9 1.0
Physilcal medicine and
rehabilitation........... ¢ 0.5, 0.5 0.5 0.5 0.4
Radiology . ceaeas 3.5¢ 3.4 £2.7 2.2 1.7
. Diagnostic rad1ology ....... - 0.9 .1.0 1.4 1.7 1.9
Therageutic radiology..... Ve 0.3 0.3" 0.4 0.5 .0.5
. Miscellsneous 2/......... - 6.7 6.6 6.4 . 6.1 . 5.9
Includes allergy, cardiovascular disease, gastroenterology, and pulmonary h,;?"

. 1/

disefses,

Sourc 8 1574-

' rounding ..

seé Table I1.
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Inclides aerospace medicine, general preventive medicine, OCqustlbnal
.medidine, public health, unspecified, snd "other speC1alt1es"

HNote: ’ Figures may not add to subtotalg and totsls due to 1ndepquent '
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delegation or the varieties of futire health manpower, and the effects of
entrants to the.field as a result of equivalency and proficiency testing, from
préparatory programs which are not approved, and from preparatory programs for
'other_occupafions; both appr9ued and unapproved,

. ~ :
Methodology and Assumptions ) ] p

The estimates for.the number of fofmally trained physician assistants, Medex |
and nurse ptacritioners -for 1975 were determined by counting the total nimber'

of graduates, or estimates thereof from the approved training programs through ' g
June, of 1975. The age and sex distribution of the activé, credenti'aled supply
" was ‘based upon survey data.(105/106/) ' New -entrant$ (graduates of approved .

programs only) were estimated for each year'of the projection period. Tt was
dssumed .that the sex disttibution of the entrants would be similar to the sex 4 -
distribution of the active supply. It was assumed that all physjcian assistant
programs. l3sted two years, all certificate nurse-practitioner programs one '
year, and all Masters dégree nurse practitiomer programs, Ctwo years. Attrition
zatés for physician assistant programs were assumed to be 5 percent, for
cegtificate nurse practitioner programs, 18 percent, and for Masters nurse .
practitioner programs, 36 percent based upon recent past experience.(107/108/)
Similarly, it was assumed that the mix in the pumber of all physician extender
programs would remain constant throughout the projection peridd. _ -

S Since the physician extender .movement is largely sustained by the Federal . - #ﬂ“ﬁ“¢ﬁ
. Government, the fyture supply is particulgpPy?sensitipe'to changes .in |
congressional mood. Thug, the following supply asgumgtions are based upon
differing levels of Federal funding and estisfates provided by individual
program directors of future graduates in light of such funding.. Utilizing
these assumpt@hs, three separate estimates were made: (1) it was assumed that
'Federal funding would continue at its present level through 1990; (2) it was
assumed that Federal funding would be reduced as of 1980, resulting in the
halving of the numbers of graduates in 1982; and {3) it wag assumed that
Federal funding would be ,increased in 1980, so as to {riple the number of
graduates as of 1982./‘§:;3rations from the projected manpower pool for reasons
of death, retirement, and temporary absence wqre estimated annually based upon
survey data.(109/110/111/) .

Projection Findings . . , - A

e

]

'

In presentinﬁ these findings which are displayed in Table 20, it is eggential
to repeat the caveat that they relate only to formally trained physician
extenders, and not to the totalssupply. Given the increased interest in
« training prerequisntes, it can be assumed, however, that larger and larger
| proportions of the Cotal active-supply will have matriculated in approved
training programs. According to the findings displayed in this table, PAs and
Medex will increase tﬂgir numbers almost seven~fold, from 2,540 in 1975 to'L,
.18,520 in 1990, and cedtificate and Masters degree nurse practitioners will
inérease their number four-fold from 5,100 in 1975 to 23,030 in 1996. These"
estimates are based upon the assumption that Federal funding will be maintained
at its current level through 1990. 1If Federal funding is tripled as of 1980,
the total number of physician assistants and nurse practitioners in 1990 would

be increased ten-fold and six-fold, respectgvely over the 12?5 level, and if s
Federat funding is halved in 1980, the inctease would be almost five-fold and

three-fold, respectively. ) . _ P

» i
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. - Present and Projected Supply of Physician Extenders {Physician Assistants ' N
‘ ' # and Burse Practitioners) 1975, 1980 and 1990
o K . 197s 1980 1990
! . - . Basit . Low High
TOTAL PHYSICIAN EXTENDER . . . . 7,040 15,840 41,500 20,050 34,090
- » . ", ' - ! ' -
Total Physician Assiatants {PAs) {. ’ A 2,540 .. 7410 18,520 13,200 27,700
- Physician Assibtunts PR - . 2,100 6,550 16,640 11,790 26,440
. . - .. Fl . .
- - MEDEX . ’ o . < 440 860 - ° 1,880 1,510 2,860
- . . ‘CI 3 . .' ) - . o‘-' LY
.o Total~Kurse Practitioners {NPs) - 5,100 11,430 - 23,030 15,840 29,890
~ HP Certificate R . i 3,800 8,270 15,680 11,140 20,210
[y vt ‘ — . *
- NP Masters . 1,300 3,160 6,350 4,700 9,680
_ '] L . - - _: ; . 1' ‘ | .
Source- Physlcien Assistants: Individual program director : entimates of 1§74-1980 Enedilment.
) Kurse Practitionecrs:  State Univereicy qf New York. ¥ "Charactavishicsa oE Tratnees and Graduates of Huvse
1 Practitionar Progrms," 1976. -
~d. a 1
= . . PN » -
T Fote: Humbers may not add due-to rounding. ‘- . ~
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"It is interesting to look at the current and projected supply of nurse practi-

. tioners in relation to the ‘total nymbers of registered nurses. , Considering the
fact that the 1975 supply of registered nuTses equalled 158,000 FTE, nurse'Praci
titioners representad less than one percent: of the total supp]y, and 1f* compared )
to the projected supply of 1,246,700 FTE. registered nurses in 1990, the " .

projected supply of nurse practitioners (23 030) would represent only-1.8

Ll

pércent. (112!) . ] ‘
'f Relation to Physicians and Tﬁeir £¥b§ected Supply ) ) . <::://4/

" . When the projected numbers of physici;:\ng;fzj;rs (29,040-57,5900 for 1990, are .
+  compared to the~projected supply of primar e phys:c:ans for 19%0, (209,190~
257,730} it can be seen that they will continue to represent only a small pro-

portion of the _total priméry care manpOuep P

4, b

- *

Based on thesr‘data, the !owesf projected’ numbers of primary care providers
. will be 238,230 and the hlghest pro;ected numbers of primary care providérs
wili be 315,320, . . -

N ¥

. 3 . N . Y L .
Based on service capagity measuréments related to patient visits {gee Table 9,
an equ1vafen¢y can be developed between physician extenders and primary care '
phy51c1ans, all other things being eqe#al. The methdd derives from 2 1975 study
" by Scheffler of a national sample of physician. assistants in all types Tof
practice”settings. He found that one PA can increase the productivity of a
primaty care physician by 63 percent, as measured by office visits., Thus, if
the total 1975 supply of pAs (2,540) {5 multiplied by this numbew (63 percent),
. they would be equivalent in service capacity to about 1,600 primary car
physicians. The 1990 projected supply of 18,520 pAs would be equival
service capacity te about 11,700 primary care physicians.(113/). Similarly, if
it is asguméd that nurse practitiopers will 1nJrease physician produgtivity by
about* 40 percent (am arbitrary estimate obtalned by averaging the estimates
displayed in Table 9), their 1975 supply of 5,100 would be equivalent in service
capacity to about 2, 000 pr:mary CarE‘PhYSlCIGRS and their projected 1990 supply
of 23,030 woul¥ be equjvalent in service éapaCIty to 9 200 primary care
phy51C1an9 tf

’

Ramifications of Increasing Physician Supply

- 3, ..

According to these projections physician supply will continue its '‘dynamic

increase which began .in the sixties and resulted from expanded med1ca1 school

. enrollments and removal of immigration restrlct1oqs Efforts to expand the \

supply in the late 1960's were hased on prevailing opinion that a physician .
manpower shortage existed. The expans1on in physician supply has been so0
successful and the "pipeline capacity" for producing mdre physicians is s0
great that there 1s now an increasing concern about a potential oversupply of
physidians: Logically, it could be assumed that oversupply would have seyeral
beneficial effects, namely 1mproVed health status and better distribution of
physicians by specialty and by Iocanon. In fact these putcomes and relatidfl+
ships haye not been demonstrated. - It is not clear how medical intervention *
relates to health status of populations’but it does seem ¢lear that environ-
mental factors and personal lifestyles may have a more direct relationship to
pealth status than consumptlon of greater volumeés of physician services.

? Medical advances are approaching the, point of limited returns in-terms of -
increasing average life expectancies. Furthermore, despjte the phenomenal
growth in physician supply, specialty and locational disparities persist. In

"
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contrast, several symptoms of oversupply are now manifesting }hemselves,-among .

. which are escalating health costs, declining‘prqductivity'and overutilization.
. . - .

The tonventiopal economic lawsgof supply and demand do not.zppear to apply to

the" utilization of phiysicians' services., Some analysts suggest that physiciahs

can generate demand for their own setvices; thus, increasing physician SUpply

calls forth greater utilization of their servlces and also der1vat1ve services .

such as X-ray, hospital bed and laboratory demands. Physicians have considev- , . .

. able contro] over the volume and mix of services delivered by othir types of
health petsonnel, also. This in turn increases the total and perhaps even unit |
cost of health services. (ll&/llS/) : .
L . = .

An oversupply of phyS1C1ans may also d1splace ophet types of health manpower
from their, roles in the teal th care dellvery system. Thus, physician extenders
may not be, utilized in the system desplte the1r potential to reduce costs and
: augment physician productivity. . ) } . 8
¥ ‘Physician gurplus; when it exists, affects productlvlty of physicians and also -
physician extenders. Reductlon in productivity is difficult to document ih the
absence of, nationzl and local statistics on the products or tota; outputs of
« . physitians. - Likewise, data on phstC1ans earnings as a funct1eQ of the
quantlty of all service$ rendered are not_available. What is availdble’is
. limited ormation on surgeons' operative workloads in this.country, and these
data indicate lower productivity of U.S. surgeons, in-general and by specialty,
when compared to operative wobkloads of surgeons in othetr couyntries.{116/)
However, these findings may be challenged because only operative workloads are
) being wmeasured whéreas U.S. surgeohs may provide more non-operative services
- .than their forefgn counterparts. If physicians' productivity decreases, as .
reflected by reduction  in operative workloads, there is concern that quality of
care may be 3e0pard1zed becsuse of lack of technical proficiency.

’
- M ' -

AnotHer potent1al rmnlflcatlon of a phys1cnan surPlus is the poss1b111ty of
overutilization of serv1ces, such as unnecessaly surgery. This is related to
y the issue of quality ‘of cave but in the absence of accepted -norms and standards
# for requlred S/IUICES, it is dlfflcult to objeetlvely identify ' unnecessary
procedures in individual rcases. Resgarchers aré on firmer grounds, however,
when comparing procedure rateg_among similar p0pulat1mﬁ groups. Wennberg, in a
. study of small area variations in operative rates in New England found marked
differences in tonsillectomy, hysterectomy and cholecystectomy rates for
. . similar populat1ons There appears to be a,strong correlation between. h1gher
operative rates and larger numbers of surgeons. These findings. lend elght to
the-contentlon that an overabundant supply. of surgeons may result i
or unnecessary surgery 117/} N . .

. AREAS FOR FUR'I‘HER RESEARCH . :
. ..? N o \ / \
In light of this’ dlscu5310n of'supply and d1str1but10n of physicians and
physzclan extenders, it is evident that more defihitive 'informaMion is needed - - ™
in many of the areas we have(“xplored More comprehensive information will-~be
. . - 1 . * - ..
of invaluable agsistance in the formulation of po&gcy regarding physician and
physician extender manpower. A i

L] e . " . .
There is imsufficient informatidn available on medical specialty numbers,
definitions, functions, and productivity. Information is also needed on the
role of the physician extender, career:patterns of physicians, the factors ' v

b 3
3
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affectxng specLalt H ; e..and the optimal geographic dxstrxbut1on of
physician spsgsbiggts The potential.impact of national health insurance} on
’ thre disdtribu y specialty and geography of physxcxan specialist manpower
" also warrants further investigation. . . -

. ‘On® of ;he major problems facing policymakers is the definition of the word
! Specxaixst", because’ it is unclear which specific medical services should be
‘and are included in the province. of each specialty. As has been,demonstrated,
there is muth overlap in service provisions among#specialists, the magnitude of
which varies according to the specialty. Im an. attempt  to further understand
/Z speqialists\and their relationship to specific services, a large study on
' effort distribution of physiciafis is currently undervay at the University of
Southern Califorria. The purpose of this study is to devﬁlop classification
?@poLogxes for various provxder specialty roles based on encounter
characteristics. Using data collected from approximately 24 specialties, the
wconttractor will classagy the range of types of encounters’ per speéialty.

: ¢

)}noxher unknqwn 16 the number of full -time equ1valent physicians ifn each
“gpecialty; thus, the data bades for gllopathic and osteopﬁthxc physicians need
to be refined. As was shown earlier, a-reggnt study attempting to equate
fulltime equivalency with head counts, resttted 1a-gxgnif§cant dif fetences. In

'+ - order to determine full-time equivalency, it is necessary to design instruments

e and. gollect data on the proportion of-total effort- devoted to direct patient

‘care, learning, teaching,‘research and administration. RIS I

- A

Little. is known about howyoffice baged physxg;ans distgibute_ their time among
’ ¢ primary, secondary apd tertiary specialty care, Data from the Study of .
p "% Surgical Services in the United States (SOSSUS) demonstrated that surgical
i seérvices are prbvxded by nohrsurgeons. in additionm, prlmary care services are
often prov1ded by non-pr1mary care phyalcaans ‘A further analysxs of
cutilization data collected by the Nationa] Ambulatory Medical Care Survey, the —
Health, Interview: Survey, and the Un&versxty of Southern California.Study will
be helpful in defining specialty content. However, little light will be shed
ﬁx\ihese studxes on the relationship between specialty content of practice,
_quality of tare and the relationship of both to the medical school and
_:residedcy curricula. More research is needed in these areas. .

>
LY

More infbrmainn is "urgently. needed on career patterns in order to develop

» projections of physician specialty supply. Further determinations need to be

. made on the types and thé magnitude of migrations of residents and active
_— physxcxans from one specialty to another during training andj agtive practice
- years. Both thé Weiskotten and University of New Mexico long:tudlnal studies

« have provided some information off this sub ject. (llellQ})

The Srudy of Internal Medicine Traxnxng ‘and Pract;ce currently underway,
sponsored jolntly by the Federated Council on Internal Medicine and the Bureau
of Health Manpower, will provxde substantive information on specialty mxgrat:on
within infernal medicine and its subspecialties and its relakionship to tralnxng
experxences and cug}1cu1a Studies such as these need to be undertaken for
other targe specxalty groups. Further detailed examination of the data .
* base itself and data obtamedcﬁbm several comprehensive, \¥pgitudifal studies
would als¢ shed light on this \gubject. Determinatipns of the future physician’
spec%;é;st supply would also be improved by additional knowledge of the number
:and c ent and future roles of foreign medxcal graduates. .
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Although a. considerable amount of work has been done in the area of physician
specialty ard geographic choice, the results are somewhat~coﬂtrad1ctory,
‘warranting further research to support the development .of sound policy. This'
would require an indepth, comprehensive, 10ng1tud1na1 assessment of specialty

. choice including: (i) personal attributes of the physiciany {2) medical

* edutation experlencet (3} gonstraints on the professidn; (4) community
characterisitcs, and (5) family pressures. .
son ' . .

A further area for research concerng the geographlc d1sgruhut10n of physician
specialists, physician extenders, associated health personnel and facilities.
Hampering these determinations is the lack of .an optimal gedgraphic .unit for
* 7 area designation. Health Service Areas have been dedignated as the most -
rational local planning units as a result of the National Health Planning and
Resources Development Act of 1974. The use of designated KHealth Service Areas
as workable geographic reference’ and health market areas needs further .
investigation. .
Several studies funded by the Bureau of Health Manpower are addressing. the .
‘issue of adequate distribution of the individual specialties. For eximple,
ﬁata-on surgeon product1v1ty and its relationship to biographic and training
* characteristics is being analyzed frgp the perspective of desired workloads,
opt1ma1 numbers and mixes of the nine major surgical specialty grdups, and the
“optimal geggraphical distribution by HSA type. On the basis of these dnalyses,
the congragtor will develop' policy recommendations. Similarly, dermatologists
are’ developing. optimal estimates of dermatologist distribution$ at the HSA '
1eve1\ Theése estimates will be bgpsed on the prevalence of dermatologic
,diseases, estimations of norms of care, utilizatiom rates, and physician,

. productivity. . ] . _ ‘\' ) . . . .

.

Research on geographic location choices of physicians must  continue in- order to

» fac111tate improvement in the dstribution of medical personnel into shortage .
areas. This research must ipclude. an asséssment of .selection criteria under-
lying the desire to practice in a shortage area, an evaluation of the influence
of training programs, and a practical understanding of institutional frameworks .
and linkages wh1oh can provide profe331ona1 stimulation and ngerral services.

F1nally, the role pf phy31C1an extenders is still ambiguous and 1nvest1gat10ns '
need to be made as tg their product1v1ty and the relationship of that productiv-

ity to pract1ce setting and to physician and patient chardcteristics. Further~
more, little is known as to their potential.for ame11orat1ng present uneven
distribution of primary care, services because their utilization 'is so closely. .
related to direct physician supervision. .In addition, the predilection of * '’
physician extenders for choosing underserved areas for practice is not fully
known. Other unknown aspects of phy'sician extender utilization are the quality

of care they render in the many possible settlngs in which they are used the

impact of altering reimbursement procedures on their utilization; and the

possible effects of National Health Insurance on the c03ts of and demands for
physician extenders‘ , e .

PGLICY ISSUES AND OPTIONS ©

- - LI

P011c1es, strategies and pr10r1t1e9 vhich impact on the supply and distribution
of physicians ,and phy31c1an extenders have to be developed. .
) . g / .
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Short and long range health manpower v_mazwzw is essential to address the issues
which have been identified in this paper. Five major issues confrent policy=
makers in regards to the distribution of physician supply by specialty.
are; (1) the establishment of National goals.and priorities regarding levels.

of health status; (2) definipg an acceptable or adequate’ supply and mix off phy-
sicians by specialty, and their relation to the role of the physician extenders
(3) the establishment of acceptable geographic distribution of physicians by -
mvonwmﬂpww (4) developing the méans to influence the specialty choice and geo- .
graphic distribution of physicians; and (5) developing the mechanisms to .assure

.

access to health services. - . .

£

The establishment of national goals and priorities regarding acceptable indices'
of health is necessary before adequate decisions on the atceptable distribution
of medical specialty manpower can be made. Thus, manpower requirements should

be derived from an estimation of the volume.of human needs which exist and can
be' addressed by physicians and physician extenders. This molume -of neéds will,
of course, depend ‘upon what standards are established. For example, if preven-

tion and/or equality of access were established as goals, the distribution and
utilization of certain types of health services and/or manpower would. be
affectgd significandly. While the development- of a national health strategy is
qmwmcmsd\mm;n:wm.thcm. Jdt.is beyond the scope of this paper..

Central to the issue of specialty distributioR is the adequacy of n:QAmmnm upon’
which policy aonmmmosm.WWo based. Currehtly, very little information is avdil-.
able about the actual services bejng provided by different types of self- *
designated specialist ‘physicians and physician extenders. . However, the Natidnal
Ambulatory Medical Care Survgy and the ongoing Physician Specialist Pracgice
_Profile Survey continue to 1d information on this subject. With the American
public spending.$139 billion on health care in fiscal year 1976, accyrate data
on the-manpower largely responsible for these expenditures should be available
and accessible to the public. - *

The second issue relates to the adequacy of the supply and mix* of v:wmwmmmsm by
specialty and the supply and utilization ¢f physician extenders. The #ssertion
of an uneven distribution-of physicians implies knowledge of a more appropriate
distribution. At present, the technology is meagre and there is insufficient
information available to derive a generally acceptable distribution. Further-
more, little is known about the impact of an increasing supply of physician
assistants and nurse practitioners on distribution of physicians. In recogni-
tion. of Ehis, improved planning techniques and resources should be developed .
for use at the local level to identify and translate service requirements into
corresponding health manpower requirements. Ultimately, a combination-of local.
determinations with independently assessed national requirements could wnocwao

a baseline, for depermining. adequate specialty and physician extender supply and
distribution. It is hoped that the National Health Planning and mmmocqnowk )
.Development Act, (P.L. 93-641), which is to be revised in thé coming year, will
provide a means to accomplish this goal. .

-

The continued unequal distribution of physicians by specialty has major«policy
implications. Shortages of some specialties in some service areas may severely
curtail vealistic options for national health insurance.” -The assurance of.
access to health services, even under the curvent system, nopcwnmﬁ & ration- -
alization of the distribution oﬁ resources. H@mwomow¢¢ it i8 necessary to

assure that there 1s a system in operation to continuously analyze physician
supply and requirements and to translate them into preferred schemas for ﬁ:ﬁwﬁ
_mmwonmnwoz and financing of training ovaHnjswnmmm. ,

. »*
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At presents our analytic capablFitres arg ‘not sufficient to fin® tune adjust-
ments on projections of the futume supply of specialty manpower. Thig does not
preclude using the available evidence, though -subjective in many cases, for
pollcymaklng For example, it is generally belikved that the avallablllty of
primary cate .manpower is jpnsufficient. However, .prior to making determlnatlons
as to the magn::ude9of th hortagg, decisions have to be made as to what the
“role of ﬁhy31c1bn 3351stant9 and nurse practitiQners should be, .and whether or.
not their supply should be increased, and if so, what effect this would have on,:
prinfary caresphysician supply, utxilzatlon and training requirements. Whatever
the magnltude of the shortage, Qec1§ions hqve to be made regardlng the approprl-
ate 'Federal action. o . . b
The third issue concerns the geographlc loca:1on of phy31cnans and physician
q“‘extenders ih practlce This is#le is even more complex at the national level
.than the basic issue of specialt d1s:r1bu:1on Increasing the supply of phy-
sicians does not by itself ameliorate $eographic maldistribution, assuming that
the same factors leadipg to the present distribwtion continue to operate. Thus,
those specialties which have 31gn1f1cant1y unfavorable geographic distribution.
pa:terns e.g., psychiatry, may require ah inctrease ¥n supply to overcome mal-
-, distribution but only’on a targeted basis. At the sane time, however, the use
.. of alternmative manpower resourcés such as masters level counselors and psychol-
ogists, must also be explored. ' '

-
T

Programs and policies designed to remedy unevén phystcian distribution by geog-
Ephy and specialty already exist and will likely be expanded in the area of ¢
. graduate medical education. This is an ideal place to affect the kind of phlﬁ}

' gsicians produced because this is-'where the community, the health care sys:em

X and. the practltgoner come together.’ Furthermore, graduate education 18 'in

. +» ,. large part the key to specialty and to some extent geographic distribution.

! Consequen:ly, any serious a:temp: to remedy or modify specialty distribution
must also address the dis:ribg:ion of waining oppor:ug;nies, in addition to
the content and financing of tralnlng programs. The fihancing of graduate
medical education, particularly pr1mary ¢cate training in ambulatory settings,

" is a crucial problem awaiting solutior. This is the subject of another paper
in this serieg for the Graduate Hed1cab Education Nax1ona1 Advisory Committee.

The fourth issue relates to the means by whlch a more equitable distribution of
phy31c1ans both by specialty agd by geography can be affected. Previous d1s-
cussion of the literature led to the.conclusios that further research must be
conducted before a sound policy can be developed in regard ;to specialty and
‘geographic location decisions of medical récru;ts Ounce this i§ better under-
stood, assessments can be made as to.%he rpla:1ve payoff potential of golicies
which would: (l) develop selection criteria to aid in identification of 1nd1-
viduals who are more likely to choose prlmary care, and shortage area locagions;
(2) increase special training resources to develop Pekills in primary caré and
influence students to select prugery care and shortage area practice; or (3) a
comblnatlon of therabove - b

]

upply and mix of physician,specialists. {Access efined;simply, is ‘a measure

The fifth issue coocerns access which.is joly partially r¢lated to the available
k

f the ease of "difficuley with whieh all. tndividuals btain basic health care
(_ services. Access can be measured in :ermj of the effort expended by patients

and their degree of success in gbtaining dare; thus, it is a dynamic concept
» involving the geeking .and oojﬂ{ﬁlng*bf cage. On the other hand, ava1labr$1:y
. 1s a static concept wh1ch relates to types of serv1ces in existenge, hours

* . . ’ ’
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during which nrmmmammwamnom ire. offered,
care seekers and care vuo<mqm«m. -In nmwsm of ieeting demand for. health
mmw4pnmm..m4mpamvp-nw iz a nrmumnhowpmnpn of'the sttucture, but mnnmwmva_pnw
is a characteristic Om the: vmmnomh
facilitate or impair access include mpzmsnpmw.‘moomwmﬁrpn. waCnmnwos, socio~

cultural and owwm:wnmnpos noamwamﬂmnwosm; Depending upon hrn umwﬁﬂnc_mﬂ po pu-
lation considered, any, one, or, all of these factors play vatying roles’ in the
process of health service seeking and.utilization.. For this reason, equitable
access will ‘ot be achieved by a uniform strategy for-alk Munderserved” popu=.
lations. In the past, Federal), State, and ]ocel efforts primatily hade,been

focused on decreasing the financial and ‘geographic access barriers,
amounts of success. The other barriers, namely those of an macnmnwo=m~.
cultural and owmm:»nmnwoumH rature are more subtle in :mna«
to overcome through vo_wnpmm targeted at or emanating £F e health system

alone. Clearly, mwmmamw Hsnmnawmnwvﬂpsmww efforts and gsnm&mmm:n% plahning -

will be needed to improve wefess in these circumstances. %

. TR

and the .transportation syskem _,:..__S:m

ﬂ .

with varying
mooyon
-and more difficult
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